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PEEFACE 


Having  been  Surgeon  to  the  Lock  Hospital  for  nearly 
twenty  years^  and  largely  engaged  in  private  practice 
during  a  still  longer  period,  I  have  necessarily  had  ample 
opportunities  for  the  study  of  venereal  disease  in  all  its 
forms.  The  treatise  vi^hich  I  now  submit  to  the  judgment 
of  my  professional  brethren  is  the  outcome  of  the  expe- 
rience thus  gained.  In  it  are  embodied  certain  conclu- 
sions, to  which  my  personal  observation  has  led  me,  as  to 
the  nature  of  syphilis  and  the  way  in  which  it  may  be 
most  rapidly  and  effectually  treated. 

It  is  right  that,  at  the  outset,  I  should  clearly  state 
that  I  am  not  an  adherent  of  either  the  Unicist  or  the 
Dualist  theory  respecting  syphilis.  Whilst  fully  con- 
vinced that  the  disease  is  due  to  a  specific  poison,  I 
believe  that  the  so-called  "  soft "  sore  is  in  no  sense 
truly  syphilitic,  and  that  no  special  virus  is  required  for 
its  production.  This  point  appears  to  me  to  be  defini- 
tively settled  by  the  experiments  recorded  in  the  fourth 
chapter  of  this  work. 

I  have  discussed  in  considerable  detail  the  effects  of 
syphilis  on  the  internal  organs  of  the  body,  and  especially 
on  the  nervous  system.  Modern  research  has  shov/n  in 
how  great  a  proportion  of  cases  serious  lesions  of  the 
brain  and  spinal  cord  are  of  syphilitic  origin.     it  is, 
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however,  a  satisfactory  feature  about  these  complicatioriB 
that  in  no  class  of  nervous  affections  are  better  results 
obtainable  by  proper  treatment  thoroughly  carried  out. 

My  thanks  are  due  to  several  friends  for  valuable 
suggestions.  The  chapter  on  Nervous  Affections  has 
been  revised  by  Dr  Buzzard,  whilst  those  on  Diseases  of 
the  Eye  and  Ear  have  been  subjected  to  the  criticism  of 
Mr  Anderson  Critchett  and  Mr  Dalby.  To  Mr  Cart- 
wright  I  am  indebted  for  an  account  of  his  observations 
of  the  effects  of  hereditary  syphilis  on  the  teeth.  I  have 
also  to  thank  my  friend  Dr  T.  P.  Smith,  of  Reigate,  for 
much  kind  assistance  in  the  preparation  of  this  vrork, 
particularly  in  matters  involving  reference  to  French  and 
German  authorities.  I  have  thought  it  undesirable  to 
encumber  my  pages  with  a  crowd  of  notes,  but  when 
statements  are  quoted,  either  contradicting  or  supporting 
my  own  opinions,  care  has  been  taken  in  every  case  to 
give  the  author's  name.  I  venture  to  hope  that  the  work 
may  be  of  service  both  to  students  and  practitioners. 

ALFRED  COOPER. 


9,  Henrietta  Street, 

Cavendish  Square  ; 
May,  1884. 
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CHAPTER  I 

HISTORICAL  INTRODUCTION 

In  examining  tlie  writings  of  authors  from  an  early 
period  down  to  comparatively  modern  times,  for  the  pur- 
pose of  discovering  whetlier  they  contain  any  statements 
which  may  justly  be  held  to  refer  to  syphilis,  we  come  to 
a  time  which,  certainly  so  far  as  Europe  is  concerned, 
forms  an  epoch,  if  not  a  starting  point,  in  the  history  of 
this  complaint.  From  causes  which  will  be  presently  dis- 
cussed the  last  decade  of  the  fifteenth  century  is  the 
period  from  which  a  definite  history  of  syphilis  commences, 
and  the  correctness  of  this  statement  is  quite  independent 
of  the  question  as  to  whether  or  not  syphilis  was  an  abso- 
lutely new  disease  in  Europe,  at  the  time  when  it  appeared 
in  so  virulent  and  striking  a  form.  The  controversies 
which  have  raged  on  this  latter  question  have  assumed 
enormous  dimensions,  but  no  generally  accepted  decision 
has  been  arrived  at,  though  it  would  appear  that  the 
balance  of  probability  is  strongly  in  favour  of  one  rather 
than  of  the  other  view. 

There  is  no  doubt  that  a  severe  epidemic  of  unmis- 
takable syphilis  raged  in  Europe  about  the  year  1495,  and 
some  authors  believe  that  this  was  its  first  appearance  on 
this  continent.  Others  maintain  that  syphilis  has  existed 
in  Europe  from  the  earliest  times,  but  that  the  severity  of 
the  epidemic  in  1495  caused  it  to  be  regarded  as  a  new 
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disease.  A  brief  sketch  of  the  controversies^  and  of  tho 
evidence  with  regard  to  the  existence  of  syphilis  in  other 
continents,  will  indicate  the  degree  of  probability  to  be 
attached  to  one  or  other  of  these  views. 

As  regards  the  countries  of  the  old  world,  syphilis  is 
certainly  a  disease  of  great  antiquity  in  China  and  India. 
In  Chinese  medical  writings,  some  of  them  dating  even 
further  back  than  2000  B.C.,  there  are  descriptions  of  con- 
tagious ulcers  on  the  genital  organs  and  of  ulcerations  of 
the  mouth,  throat,  nose,  and  other  parts,  which  correspond 
very  clearly  with  the  appearances  due  to  syphilis.  In  the 
eai'ly  part  of  the  last  century,  the  reports  of  Jesuit  mis- 
sionaries stated  that  the  venereal  disease  was  not  only 
known  among  the  Chinese  at  Pekin,  but  was  also 
extremely  common.  In  India,  a  medical  work  called  the 
"  Sugrutas  "  written  about  the  year  400,  and  intended  as 
a  complete  system  of  Indian  medicine,  contains  numerous 
passages  which  are  justly  held  to  refer  to  syphilis.  Not 
only  local  but  general  symptoms  are  described.  The 
author  mentions  ulcers  on  the  genitals,  warty  excrescences 
in  various  parts,  diseases  of  the  eyes,  ears  and  nose, 
buboes  and  nodes,  and  these  latter  affections  are  considered 
to  be  the  consequences  of  the  ulcers. 

In  Greek  and  Eoman  medical  and  non-medical  literature 
there  are  numerous  passages  containing  references  to  dis- 
orders of  the  genital  organs.  Different  interpretations 
have  been  attached  to  these,  according  as  the  writer 
wished  to  find  evidence  for  or  against  the  existence  of 
syphilis  in  Europe  prior  to  1495.  Some  passages  in  Hip- 
pocrates contain  allusions  to  ulcerations  of  the  mouth, 
sores  and  fungous  growths  on  the  genital  organs,  diseases 
of  the  eye,  and  various  eruptions  on  the  skin.  Celsus 
devotes  an  entire  chapter  to  disorders  of  the  genital 
organs.  He  mentions  in  particular  ulcers  of  two  kinds, 
the  first  "  clean  and  dry "  and  the  second  "  moist  and 
purulent."  He  also  describes  phymosis  as  due  to  ulcers, 
and  directs  that  the  prepuce  should  be  drawn  back  in 
order  to  discover  them.     He  mentions  a  phagedienic  form 
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of  sore  on  the  penis,  and  likewise  ulcers  of  the  mouth  and 
tonsils  and  certain  diseases  of  the  skin.  Another  Latin 
writer,  Aretaeus,  describes  destructive  ulceration  of  the 
uvula,  hard  palate  and  adjoining  parts.  Other  writers 
mention  mucous  patches  and  chronic  ulceration  of  the 
bones.  With  regard  to  non-medical  writers,  the  works 
of  the  Latin  poets.  Martial,  Juvenal,  and  Horace  in  parti- 
cular, contain  numerous  allusions  to  venereal  diseases, 
though  several  of  such  passages  may  admit  of  a  different 
interpretation.  The  writings  of  Celsus,  however,  contain 
abundant  evidence  of  the  existence  and  recognition  of 
venereal  disorders  at  his  epoch,  and  no  more  terse  descrip- 
tion of  the  hard  and  soft  sores  can  be  given  than  that 
which  is  to  be  found  in  the  works  of  this  author.  It  may 
be  observed  that  it  was  the  rule  in  his  day  for  physicians 
and  patients  to  exhibit  great  reticence  with  regard  to  any 
diseases  of  the  genital  organs. 

Whether  syphilis  existed  among  the  Jews  is  a  question 
which  cannot  be  determined  from  any  passages  in  the 
Hebrew  writings  which  have  been  supposed  to  refer  to  this 
subject.  There  is  no  definite  resemblance  between  the 
symptoms  of  syphilis  and  those  of  any  of  the  diseases 
mentioned  in  the  Old  Testament.  The  idea  has  indeed 
been  mooted  that  leprosy  was  a  form  of  syphilis,  and  it 
is  by  no  means  improbable  that  the  former  term  was  often 
applied  to  symptoms  which  were  in  reality  manifestations 
of  syphilis.  There  is,  however,  this  fundamental  differ- 
ence between  the  diseases,  the  hereditary  transmission  of 
leprosy  is  not  invariable,  whilst  the  transmissibility  of 
syphilis  from  parent  to  offspring  is  one  of  its  most  promi- 
nent features.  Moreover,  in  those  cases  of  leprosy  in 
which  hereditary  tendency  can  be  traced,  the  disease 
seldom  makes  its  appearance  before  puberty.  Some 
authors  believe  that  leprous  affections  of  the  genital  organs 
were  the  parents  of  syphilis,  and  that  the  urethral  dis- 
charges, the  ulcers,  condylomata  and  fissures,  which  were 
even  in  the  time  of  the  Roman  empire  of  such  frequent 
occurrence,  were,  so  to  speak,  a  local  reflex  of  the  then 
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generally  diffused  leprosy.  It  is  far  more  probable,  how- 
ever, that  these  affections  were  really  of  an  ordinary 
syphilitic  character.  We  know  that  such  forms  of  disease 
as  scherlievo  and  radesyge,  once  referred  to  lepra  and 
considered  to  be  peculiar  endemic  affections  of  the  skin, 
are  really  of  syphilitic  origin.  The  ancient  writers  had 
no  assistance  from  the  history  of  the  case,  for  they  were 
unacquainted  with  the  fact  that  local  venereal  ulceration 
gives  rise  to  cutaneous  and  other  disorders.  The  connec- 
tion between  primary  and  secondary  syphilis  was  unknown, 
and  an  extensive  syphilitic  disease  of  the  skin  was  looked 
upon  as  an  independent  affection,  and  in  all  probability 
was  often  ascribed  to  leprosy.  Such  symptoms  as  ulcers 
of  the  throat,  destruction  of  the  nose,  falling  off  of  the 
hair,  &c.,  are  said  to  have  occurred  in  severe  cases  of 
leprosy,  but  it  is  more  than  likely  that  they  were  of  vene- 
real origin. 

Between  the  time  of  Celsus  and  the  middle  ages  there 
are  few  records  from  which  an  account  of  venereal  dis- 
orders can  be  gleaned.  Local  diseases  of  the  genital 
organs  and  leprosy  are,  however,  often  alluded  to.  Some 
passages  seem  to  show  that  the  difference  between  hard 
and  soft  sores  was  already  appreciated,  not,  however,  as  re- 
gards the  special  liability  of  the  former  to  be  followed  by 
constitutional  symptoms.  It  would  appear  that  general  r 
infection  of  the  constitution  following  an  ulcer  on  the  \ 
genitals  was  recognised  as  far  back  as  the  eleventh  century. 
There  is  one  passage  from  a  writer  of  the  fourteenth 
century,  which  proves  that  the  indurated  chancre  was 
recognised  and  its  consequences  attributed  to  their  proper 
source.  Valesus,  of  Tarentum,  stated,  "  Virga  enim  erat 
circumdata  toto  ulcere  cancroso  cum  duritie.  .  .  .  et  , 
homo  erat  jam  discoloratus  et  semi-mortuus.^'  It  is  pos- 
sible that,  as  already  mentioned,  the  manifestations  of 
syphilis  were  very  generally  ascribed  to  leprosy.  The 
prevalence  of  this  latter  disease  decreased  towards  tlie  end 
of  the  fifteenth  century,  owing  perhaps  to  the  cessation  of 
the  Crusades.     Be  this  as  it   may,  it   is    certain  that 
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towards  tlie  close  of  that  century,  what  appeared  to  be  a 
new  disease  began  to  attract  universal  attention  in 
western  Europe. 

If  the  supposition  be  adopted  (and  no  other  seems 
tenable)  that  syphilis  existed  in  Europe  from  the  earliest 
periods  of  which  there  are  any  records,  it  is  necessary  to 
seek  for  reasons  to  account  for  the  very  virulent  and  wide- 
spread character  of  the  epidemic  in  question.  It  is  prob- 
able that  a  concurrence  of  circumstances  favoured  the 
aggravation  of  the  virus.  The  extreme  dissoluteness  of 
the  time,  the  inattention  to  ordinary  hygienic  rules, 
especially  those  of  personal  cleanliness,  the  inclemency 
of  the  season,  inundations  and  dearths,  the  prevalence  of 
scurvy  and  malignant  fevers  have  been  adduced  as  forming 
a  combination,  the  union  of  which  with  the  syphilitic 
poison  already  present,  may  suffice  to  explain  the  singu- 
larly grave  constitutional  effects,  differing  from  any 
known  before  or  since  that  date.  It  is  likewise  probable 
that  a  severe  type  of  syphilis  was  brought  to  Europe  at 
this  period,  and,  favoured  by  the  above-mentioned  circum- 
stances, became  rapidly  superadded  to  the  disease  already 
existing.  It  is  a  well-known  fact  that  the  spread  of 
syphilis  is  considerably  accelerated,  and  the  gravity  of  the 
symptoms  very  much  increased,  by  unhygienic  conditions. 
One  marked  example  of  this  kind  may  be  here  cited.  In 
Finland  the  disease  was  almost  unknown  before  the  begin- 
ning of  the  seventeenth  century,  or  the  period  of  the  thirty 
years'  war.  It  then  broke  out  and  has  since  increased 
to  so  fearful  an  extent  that,  out  of  the  limited  population, 
within  two  years  during  the  present  century,  6000  cases 
have  been  treated  in  the  Lock  Hospital,  and  it  is  regarded 
by  the  authorities  as  the  worst  of  all  epidemics. 

We  learn  from  history  that  in  the  autumn  of  1494, 
Charles  VIII,  King  of  France,  invaded  Italy,  and  march- 
ing through  Lombardy,  Tuscany,  and  the  States  of  the 
Church,  he  entered  the  Kingdom  of  Naples  in  February 
of  the  following  year,  claiming  that  territory  as  his  own 
by  hereditary  right.     He  left  Naples  at  the  end  of  May 
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and  returned  to  France  a  few  mouths  afterwards,  leaving 
a  portion  of  his  army  behind  him.  After  a  time  the 
Neapolitans,  having  received  aid  from  Spaiu,  drove  out 
the  French  and  compelled  them  to  quit  the  kingdom 
towards  the  end  of  the  year  1496.  During  this  period  of 
about  two  years  it  is  alleged  that  the  venereal  disease 
assumed  the  form  of  an  intensely  virulent  and  wide-spread 
epidemic,  or,  as  others  believe,  it  made  its  appearance  in 
Europe  for  the  first  time.  Those  who  adopt  the  latter 
theory  connect  the  appearance  of  the  disease  at  this  time 
with  the  return  to  Europe  of  Christopher  Columbus  from 
America.  This  discoverer  first  left  Spain  in  1492,  and 
reached  Haiti,  but  he  returned  thence  a  few  months  after- 
wards. He  again  left  Spain  in  September,  1493,  and 
arrived  in  Hispaniola  in  November  of  that  year.  He 
appears  to  have  been  absent  from  Spain  for  three  years, 
during  which  time  portions  of  his  fleet  made  several 
voyages  to  and  fro,  and  arrangements  were  projected  for  the 
dispatch  of  a  ship  from  Spain  and  from  the  Antilles  every 
month  for  trading  purposes.  These  arrangements  appear  to 
have  been  perfected  before  Columbus  returned  to  Spain  in 
June,  1496,  It  is  asserted  that  on  this  occasion  he  brought 
with  him  two  hundred  soldiers  infected  with  the  venereal 
disease,  and  that  the  same  complaint  had  appeared  among 
persons  who  had  previously  returned  from  the  West 
Indies.  It  is  further  stated  that  the  venereal  disease  was 
a  common  distemper  in  Hispaniola  and  the  neighbouring 
islands ;  that  it  was  thence  transported  into  Spain ;  and, 
lastly,  that  a  remedy  was  sought  for  it  from  the  same  or 
neighbouring  islands,  whence  it  sprung,  and  was  pointed 
out  by  some  of  the  natives,  when  no  medicine  of  sufficient 
efficacy  could  be  found  for  it  in  Europe.  All  these  asser- 
tions are  probably  true.  There  is  contemporary  medical 
evidence  to  the  effect  that  the  disease  was  a  very  common 
one  in  the  West  Indies,  and  that  many  of  the  Spaniards 
were  found  to  be  suffering  from  it  on  their  return  to 
Europe.  The  remedy  alluded  to  was  guaiacum,  which  was 
introduced  into  Europe  in  1508.    The  first  importer  went 
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to  tlie  West  Indies  to  discover  liow  tlie  natives  tHere 
treated  syphilis.  He  ascertained  tliat  guaiacum  was 
employed  and  lie  returned  to  Spain  and  coDimenced  prac- 
tice himself. 

There  can  be  little  doubt  that  the  disease  thus  imported 
from  the  West  Indies  was  of  a  very  severe  type,  or  that 
the  circumstances  of  the  time  were  favorable  to  its  rapid 
spread.  In  the  Neapolitan,  or  rather  in  the  Spanish, 
army,  which  was  defending  the  Kingdom  of  Naples  against 
the  French,  there  were  doubtless  many  soldiers  who, 
returning  from  the  West  Indies,  either  in  the  first  voyage 
with  Columbus  in  1493,  or  in  some  of  the  ships  which 
afterwards  returned  to  Spain,  were  still  infected  with 
the  venereal  disease,  or  had,  at  least,  contracted  it  from 
some  of  the  camp-followers.  Many  of  the  Neapolitans 
would  probably  also  become  infected,  and  as  it  appears 
that  the  success  of  the  war  continued  doubtful  for  two 
whole  years,  and  the  same  towns  were  taken  and  retaken 
by  both  parties,  the  disease  would,  of  course,  spread  to 
the  French  invaders.  It  is  difficult  to  conceive  of  any 
circumstances  more  favorable  to  the  multiplication  of  cases 
of  infection,  and  it  is  no  wonder  that  the  disease  assumed 
an  epidemic  form  among  the  three  principal  nations  in 
Europe.  Its  spread  was  further  promoted  by  the  mutual 
commerce  which  was  carried  on.  The  disease  shortly 
afterwards  became  very  prevalent  in  Portugal  j  it  was 
there  named  the  ^'  Spanish  disease,"  while  the  English., 
among  whom  the  severity  of  the  symptoms  began  to 
attract  attention,  called  it  the  "  French  disease."  Each 
nation  endeavoured  to  cast  upon  some  neighbouring  nation 
the  disgrace  of  having  introduced  the  disorder. 

In  the  century  which  followed  the  discovery  of  America, 
the  spread  of  syphilis  was  further  facilitated  by  the  banish- 
ment of  the  Jews  and  Mahometans,  who  were  driven  out 
of  Spain  after  the  conquest  of  Grenada  by  Ferdinand  and 
Isabella.  Many  of  them  passed  over  into  Africa  and 
carried  the  disease  with  them.  The  sea-ports  of  the 
Mediterranean  also  became  rapidly  infected.    There  can  be 
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no  doubt  as  to  the  great  virulence  of  the  syphilis  which 
prevailed  at  this  period,  and  it  was  this  marked  charac- 
teristic which  caused  it  to  be  regarded  as  a  new  disease  ; 
but  we  are  by  no  means  justified  in  accepting  this  belief 
as  well-founded,  and  in  dating  the  origin  of  syphilis  in 
Europe  from  the  time  of  the  Neapolitan  epidemic.  It  is 
conceded  even  by  those  who  adopt  this  theory  of  the 
modern  origin  of  syphilis,  that  the  disease  has  often 
changed  its  character  both  as  regards  its  violence  and  the 
nature  of  its  symptoms. 

This  epidemic  appears  to  have  raged  for  about  thirty 
years,  towards  the  close  of  which  period  certain  other  of 
its  symptoms  attracted  attention,  and  are  mentioned  in 
the  works  of  the  time.  These  were  exostoses  and  other 
diseases  of  the  bones  and  warty  growths.  A  few  years 
later  the  severity  of  the  disease  began  to  abate,  and  other 
symptoms  are  noticed.  Thus  in  1534  mention  is  made  of 
tumours  of  the  inguinal  glands  and  falling  off  of  the  hair. 
It  is  stated  that  suppuration  of  the  glands  cured  the  dis- 
order. The  same  account  alludes  to  the  hardness  of  the 
ulcers  on  the  penis.  Other  symptoms  which  were  then 
common  were  ulcers  of  the  palate,  uvula,  fauces,  and 
nostrils,  nocturnal  pains,  gummata,  and  pustules  and 
crusts  all  over  the  body.  The  falling  off  of  the  hair  and 
the  consequent  baldness  are  frequently  alluded  to.  About 
1550  a  virulent  gonorrhoea  appears  to  have  attracted 
much  attention,  and  was  of  course  regarded  as  a  sym- 
ptom of  syphilis.  During  the  latter  half  of  the  sixteenth 
century  the  epidemic  form  of  syphilis  gradually  dis- 
appeared. 

There  is  little  to  add  with  regard  to  the  history  of 
syphilis  since  the  last-mentioned  period.  Certain  epi- 
demics, presenting  in  their  symptoms  more  or  less  resem- 
blance to  syphilis,  have  been  described  as  occurring  during 
the  seventeenth  and  eighteenth  centuries.  These  out- 
breaks were  of  an  endemic  chai'acter.  Thus,  a  local 
outbreak  occurred  at  Briinn  in  1578.  The  complaint 
called  yaws  or  framboesia,  outbreaks  of  which  are  not 
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uncommon  on  the  West  Coast  of  Africa,  is  regarded  as  a 
manifestation  of  sypbilis.  So  also  the  sibbens  of  the 
West  of  Scotland  and  the  radesyge  of  Sweden  and 
Norway  are  probably  identical  with  syphilis.  The 
Amboyna  pimple,  an  epidemic  of  contagious  herpes,  and 
the  pian  of  Nerac  are  likewise  of  the  same  character. 
They  obtain  their  names  from  the  predominance  of  some 
particular  symptom.  The  most  recent  of  these  epidemics 
occurred  in  1800  at  Scherlievo,  a  village  near  the  coast  of 
the  Adriatic.  All  these  attacks  presented  a  certain  resem- 
blance as  regards  tbe  symptoms.  Affections  of  the  mouth 
and  throat,  eruptions  on  the  skin,  nocturnal  pains  in  the 
bones  and  joints,  tubercles  followed  by  severe  and  deep- 
seated  ulceration,  caries  of  the  bones,  falling  off  of  the 
hair,  are  more  or  less  common  in  all  of  them.  The 
extension,  and  in  some  degree  the  character,  of  the  sym- 
ptoms were  doubtless  influenced  by  the  surrounding  con- 
ditions. Scurvy  was  often  simultaneously  present,  and 
must  have  aggravated  all  symptoms. 

It  has  been  already  mentioned  that  certain  writers  in 
the  description  of  the  symptoms  they  witnessed  during 
and  after  the  great  Neapolitan  epidemic,  expressly  referred 
to  the  callous  character  of  the  sores.  The  induration 
was  soon  regarded  as  symptomatic  of  a  venereal  ulcer. 
Frequent  reference  is  made  to  it  after  the  middle  of  the 
sixteenth  century. 

It  is  somewhat  singular  that  in  the  early  part  of  the 
sixteenth  century  gonorrhoea  was  recognised  as  a  disease 
distinguishable  from  others  communicated  through  sexual 
intercourse,  and  yet  at  the  end  of  the  seventeenth  century 
the  distinction  was  lost  sight  of.  This  at  least  is  the 
inference  that  may  be  drawn  from  Sydenham's  words, 
"  Cujus  virus  cum  per  gonorrhceam  non  ejiciatur,  san- 
guinis massam  dicto  citius  pervadit  inficitque.'"  The 
question,  however,  was  not  suffered  to  rest,  but  it  was 
not  until  the  second  half  of  the  eighteenth  century  that 
the  theory  of  the  identity  of  syphilis  and  gonorrhoea  was 
firmly  opposed  by  Balfour,  of  Edinburgh,  and  Benjamin 
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Bell,  in  opposition  to  John  Hunter,  who,  as  is  well  known, 
maintained  the  identity  of  the  two  diseases.  In  May, 
1767,  Hunter  inoculated  a  person  (probably  himself)  with 
urethral  pus,  believing  it  to  be  the  product  of  gonorrha3a. 
It  was,  however,  in  all  probability  either  the  secretion 
from  a  concealed  urethral  chancre  or  some  urethral  dis- 
charge from  a  patient  the  subject  of  secondary  syphilis. 
The  result  of  the  inoculation  was  not  only  a  local  ulcer, 
but  also  an  affection  of  the  throat,  roseola,  and  other 
manifestations  of  the  constitutional  disease.  This  experi- 
ment was  regarded  as  sufficient  to  establish  the  identity 
of  the  two  diseases,  and  of  the  gonorrhoeal  and  syphilitic 
poisons.  The  differences  in  the  manifestations  were 
supposed  to  depend  upon  the  difference  in  locality ; 
inoculation  on  a  mucous  membrane  was  thought  to  pro- 
duce gonorrhoea,  while  inoculation  on  the  skin  gave  rise 
to  an  ulcer.  BelFs  experiments  showed  the  incorrectness 
of  this  theory,  but  the  question  was  finally  set  at  rest  by 
those  of  Ricord,  who  established  the  axiom  that  the 
gonorrhoeal  secretion  can  never  produce  a  chancre,  and 
that  the  pus  of  a  chancre  can  never  produce  gonorrhoea, 
and  therefore  that  the  contagium  of  gonorrhoea  is  different 
from  that  of  a  chancre  and  that  of  syphilis.  Thus  it  came 
to  pass  that  gonorrhoea  was  separated  from  the  definition 
of  syphilis.  So  late,  however,  as  1829  we  find  Sir  A. 
Cooper  denouncing  the  practice,  common  in  London 
hospitals,  of  giving  mercury  for  gonorrhoea.  The  next 
important  landmark  in  the  history  of  syphilis  was  the 
separation  by  Bassereau  in  1852  of  the  primary  sores  into 
two  classes,  named  respectively  the  soft  and  the  hard. 
The  further  development  of  this  theory,  and  its  influence 
upon  the  doctrines  of  the  present  day,  will  be  described 
in  a  subsequent  chapter. 
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CHAPTEE  II 

THE   GEOGRAPHICAL  DISTRIBUTION    OF  SYPHILIS 

• 

There  would  appear  to  be  scarcely  any  part  of  tlie 
world  absolutely  free  from  tbe  invasion  of  syphilis ;  but  a 
brief  account  of  our  information  as  to  its  prevalence  in 
different  countries  will  show  that  great  differences  exist 
with  regard  to  the  frequency  of  its  appearance  and  the 
intensity  of  its  symptoms.  As  a  matter  of  course,  our 
information  is  more  extended  and  exact  with,  regard  to 
Europe  tban  for  other  quarters  of  the  globe.  To  begin 
with  the  northern  countries  of  that  continent,  all  accounts 
agree  in  reporting  a  uniform  and  wide- spread  prevalence  of 
the  disease  in  North  Germany,  Sweden,  Denmark,  and  in 
most  parts  of  Russia.  With  regard  to  the  last-named 
country,  I  may  mention  that  when  I  was  in  St.  Petersburg 
in  1874  I  was  surprised  at  the  small  number  of  cases  of 
syphilis  in  the  Lock  Hospital  of  that  city,  and  at  the  very 
mild  character  of  the  disease,  which  was  generally  treated 
with  a  few  inunctions.  The  medical  officer  informedme  that 
the  mildness  of  the  disease  was  to  be  attributed  to  the  very 
strict  manner  in  which  the  police  regulations  and  inspec- 
tions were  enforced.  There  were  a  few  very  bad  cases  in  the 
hospital,  but  these  had  come  from  the  interior  of  Russiai, 
and  had  not  been  treated  before  admission.  It  is  some- 
what remarkable  that  syphilis  is  all  but  unknown  in 
Iceland.  It  has  been  introduced  over  and  over  again 
into  that  country,  but  it  has  never  made  any  progress  and 
has  never  taken  root.  This  immunity  is  rendered  more 
remarkable  from  the  fact  that  lepra  is  endemic  in  that 
island,  and  also  in  view  of  the  prevalence  of  a  severe  and 
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malignant  form  of  syphilis  in  Northern  Russia,  the  Baltic 
provinces,  Finland,  &c.  The  same  holds  good  of  Sweden 
and  Norway.  In  our  own  country  the  disease  is  extremely 
prevalent — far  more  so,  indeed,  than  is  popularly  sup- 
posed— and  this  prevalence  is  likely  to  become  even  more 
marked  and  decided  in  consequence  of  the  free  licence 
given  to  prostitutes  to  ply  their  trade  in  any  public  places 
tbey  may  select.  England  deservedly  has  the  credit  of 
preserving  syphilis  and  pheasants  better  than  any  other 
country.  The  practical  repeal  of  the  Contagious  Diseases 
Act,  recently  effected  by  a  vote  of  the  House  of  Commons, 
in  servile  obedience  to  the  demands  of  an  ignorant  and 
fanatical  section  of  tbe  populace,  will  no  doubt  further 
aid  the  spread  of  syphilis.  This  subject  will,  however, 
be  more  fully  referred  to  in  the  chapter  on  the  prevention 
of  the  disease. 

In  the  central  countries  of  Europe,  sypbilis  is  more  or 
less  common  in  France,  Germany,  and  Belgium,  its  pre- 
valence in  particular  districts  depending  upon  various 
social  conditions,  such,  as  the  crowding  together  of  the 
population  in  large  towns  and  the  number  of  military 
stations,  and  being  remarkably  influenced  by  the  means 
adopted  for  preventing  the  spread  of  the  disease.  In 
Rome  and  Southern    Italy  the  complaint  is  more  fre- 
quent than  in  the  north,  of  that  kingdom.     It  is  said 
to  be  especially  common  among  the  Jews  of  Qalicia, 
many  patients  suffering  from  plica  Polonica  exhibiting 
syphilitic  ulcers  on  the  scalp.     Hereditary  syphilis  is  also 
very  common  among  the  people.     It  is,  as  Lancereaux 
points  out,  extremely  difficult  to  ascertain  positively  the 
relative  frequency  of  syphilis  in  a  given  nation  or  locality. 
As  a  general  rule,  only  a   small  proportion  of  those 
'  affected  come  under  treatment  in  the  various  hospitals ; 
some  consult  private  practitioners,  while  a  large  number 
neglect  the  disease  altogether  or  have  recourse  to  the 
advice  of  charlatans.     The  records  of  military  hospitals 
form  the  only  reliable  bases  for  statistics.     In  the  English 
army  the  frequency  of  venereal  disease  may  bo  gathered 
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from  tlie  fact  that  before  the  repeal  of  the  Act  the  annual 
admission  per  1000  of  strength  for  primary  venereal  sores 
varied  from  123  in  non-protected  stations,  to  50  in  stations 
where  the  Act  was  in  force,  and  that  a  loss  of  service  of 
more  than  eight  days  per  man  in.  the  home  army  was 
occasioned  by  these  complaints.  In  the  French  army  the 
loss  of  service  is  less  than  four  days  per  man.  To  gain 
any  adequate  notion  of  the  amount  of  mischief  inflicted 
by  this  scourge  on  the  army  alone,  it  would  be  necessary 
to  ascertain  how  many  men  were  invalided  and  died  every 
year  from  lesions  due  to  syphilis.  The  records  of  the 
post-mortem  room  at  Netley  Hospital  show  that  marks 
of  inveterate  syphilis  are  often  found  in  the  bodies  of 
men  who  die  from  what  are  considered  other  diseases. 
The  complaint  is  less  frequent  in  Belgium  than  in  France, 
and  in  France  than  in  England,  and  this  difference 
depends  entirely  upon  the  means  adopted  to  check  the 
spread  of  the  disorder. 

In  most  Asiatic  countries  the  disease  has  long  been 
known  and  is  still  very  prevalent.  With  regard  to  India, 
the  prevalence  of  venereal  diseases  among  the  troops  has 
been  much  reduced  by  the  adoption  of  preventive  measures. 
Police  regulations  and  surveillance  are  now  enforced  in 
most  stations,  and  in  some  of  the  larger  ones,  Lock  hos- 
pitals have  been  established.  Still,  however,  venereal 
disease  is  one  of  the  chief  causes  of  admission.  Among' 
the  natives,  syphilis  is  very  common.  The  disease  is 
met  with  everywhere  in  China,  but  more  especially  in  the 
larger  cities  and  those  near  the  coast.  In  some  districts 
it  would  appear  as  though  the  majority  of  the  inhabitants 
had  suffered  from  syphilis,  the  symptoms  of  which,  how- 
ever, in  the  Chinese  are  not  marked  by  extreme  severity. 
A  kind  of  general  syphilisation  is  thought  to  have  lessened 
the  virulence  of  the  infection.  Europeans,  however,  con- 
tracting the  disease  from  Chinese  women,  often  exhibit 
the  more  serious  features  of  the  disease.  In  Japan, 
where  prostitution  is  extremely  common,  syphilis  prevails 
extensively,  though  in  a  mild  form.     In  the  Indian 
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Archipelago,  more  especially  in  the  coast  towns,  syphilis 
is  very  prevalent  and  commits  serious  ravages  on  the 
native  population.  It  has  of  late  years  been  introduced 
into  the  Sandwich  islands  and  has  spread  with  great 
rapidity. 

From  various  parts  of  Africa  we  have  accounts  of  the 
prevalence  of  syphilis.  The  central  portion  of  Southern 
Africa,  accordiug  to  Dr  Livingstone,  forms  an  exception 
to  the  general  rule.  All  along  the  west  coast  the  disease 
is  very  common  and  prevails  in  a  very  severe  form.  In 
Southern  Africa,  and  in  the  Mauritius  and  adjacent 
islands,  syphilis  is  very  prevalent  and  its  course  very  acute 
and  rapid.  The  same  holds  good  of  Madagascar,  into 
which  island  the  disease  has  been  introduced  in  recent 
times.  In  Abyssinia  the  disease  is  endemic  though  of  a 
mild  character.  In  Egypt  its  symptoms  are  well  known, 
and  are  treated  by  the  native  doctors  by  sarsaparilla  and 
vapour  baths.  In  Nubia  a  mineral  substance  containing 
mercury  is  used  with  good  effects.  In  Algeria  the  disease 
is  common  and  very  widely  spread,  especially  since  the 
French  occupation.  In  some  parts  the  peculiarly  severe 
character  of  the  cutaneous  symptoms  would  appear  to  be 
a  remarkable  feature  of  the  disease. 

With  regard  to  America,  the  question  of  that  country 
being  the  birthplace  of  the  disease  has  been  already  dis- 
cussed. The  general  rule  would  appear  to  be  that  the 
frequency  and  prevalence  of  the  disorder  among  the  native 
population  are  in  direct  proportion  to  the  facility  for  and 
intimacy  of  the  relations  between  them  and  the  European 
colonists.  Even  now  syphilis  is  all  but  unknown  among 
certain  Indian  tribes  who  have  little  or  no  intercourse 
with  Europeans.  In  the  United  States  the  disease  pre- 
vails much  as  it  does  in  Europe  ;  among  the  negroes  it  is 
common  and  severe.  In  Canada  syphilis  is  endemic 
among  certain  native  tribes  j  it  is  also  very  prevalent  in 
Columbia  and  Eussian  North  America.  In  Mexico  the 
disease  is  said  to  be  more  common  than  in  any  other  part 
of  the  world ;  Zeissl  states  that  its  occurrence  is  a  topic 
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of  common  conversation  and  is  alluded  to  as  freely  as  an 
ordinary  cold  is  with  us.  The  frequency  of  indurated 
sores,  the  early  appearance  of  the  constitutional  symptoms, 
and  the  intensity  of  the  eruptive  fever,  are  common  fea- 
tures of  the  disease  as  it  appears  in  Mexico.  In  the 
Antilles  syphilis  is  said  to  be  particularly  rare,  a  remark- 
able fact,  inasmuch  as  those  islands  were  believed  to  be 
the  cradle  of  the  disease.  Syphilis  is  also  rare  in  many 
of  the  West  Indian  islands.  Venereal  diseases  have  never 
been  very  prevalent  in  Jamaica,  Trinidad,  and  Barbadoes. 
In  South  America,  on  the  contrary,  especially  in  Brazil, 
Chili,  Peru,  and  the  Argentine  Republic,  syphilis  is  very 
common  and  widely  spread. 

From  the  above  account  of  the  geographical  distribu- 
tion of  syphilis  it  would  appear  that  scarcely  any  part  of 
the  world  is  exempt  from  the  ravages  of  the  disease,  that 
its  prevalence  increases  with  the  development  of  civilisa- 
tion and  the  facilities  for  intercourse,  and  that  the  type  of 
the  disease  varies  in  different  localities.  With  regard  to 
the  causes  of  these  variations  some  influence  must  be 
attributed  to  climate  and  race,  while  other  factors,  and 
among  them  excesses  of  all  kinds,  likewise  co-operate  to 
a  greater  or  less  extent.  As  a  general  rule  the  disease 
presents  its  worst  features  in  large  seaport  towns,  being 
aggravated,  as  we  may  suppose,  by  the  frequent  and  pro- 
miscuous intercourse,  by  excesses,  exposure  to  cold  and 
damp,  want  of  cleanliness,  recklessness  as  to  consequences, 
and  similar  conditions,  obviously  prevalent  in  such  locali- 
ties. Not  only  does  the  virus  transmitted  through  such 
individuals  become  more  potent,  but  those  who  expose 
themselves  to  infection  are  less  able  to  resist  its  noxious 
effects  than  others  differently  situated,  and  thus  it  is  that 
in  such  localities  the  severest  consequences  of  the  disease 
are  frequently  manifested  in  those  who  are  the  subjects  of 
it.  To  this  must  be  added  that  individual  differences 
exist ;  no  person,  free  from  syphilis,  is  proof  against  infec- 
tion, but  there  is  evidence  that  of  two  persons  infected 
from  the  same  source,  one  may  suffer  from  the  severer 
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symptoms  of  the  disease,  while  the  other  may  be  compa- 
ratively slighly  affected.  There  is  no  reason  for  supposing 
that  th.e  epidemics  of  former  centuries  differed  from  the 
disease  as  at  present  seen,  except  in  their  intensity  and 
the  rapidity  with  which  they  spread,  but  these  characte- 
ristics may  be  easily  accounted  for.  Many  of  them  were 
connected  with  prolonged  campaigns,  in  which  it  is  certain 
that  all  the  conditions  favorable  for  the  rapid  growth  of 
the  disease  in  its  severest  forms  prevailed  to  the  fullest 
extent.  The  influence  of  climate  appears  to  be  quite  sub- 
ordinate to  that  of  the  conditions  above  described,  though 
it  is  probable  that,  cseteris  paribus,  the  course  of  the  dis- 
ease is  milder  and  more  favorable  in  southern  and  tem- 
perate climates  than  in  those  characterised  by  either 
extreme  of  temperature.  As  the  course  of  the  disease  is 
influenced  by  the  state  of  the  general  health,  any  specially 
unfavorable  climatic  conditions  would,  in  all  probability, 
2')ro  tanto,  aggravate  the  symptoms  of  syphilis.  The  influ- 
ence of  preventive  measures  on  the  spread  of  the  disease 
will  be  hereafter  referred  to. 
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CHAPTEE  III 

THE  OUDINAKY   COURSE  AND  SYMPTOMS   OP  SYPHILIS 

Definition. — Syphilis  is  a  chronic  contagious  disease, 
due  to  the  action  of  a  specific  virus,  which,  having  been 
locally  introduced  at  any  part  of  the  skin  or  mucous 
membrane  of  a  healthy  person,  gradually  pervades  the 
entire  organism,  producing  various  lesions  in  some  or  all 
the  systems  of  the  body  in  a  more  or  less  regular  order, 
and  capable  of  being  propagated  to  healthy  {i.e.  non- 
syphilitic)  individuals  by  inoculation  with  the  secretions 
from  the  sores  to  which  it  gives  rise,  and  also,  to  a  great 
extent,  of  being  transmitted  to  the  offspring  of  those  who 
are  suffering  from  the  disease. 

Origin  op  the  Term. — The  etymological  origin  of  the 
term  syphilis  is  uncertain.  Littre,  in  his  '  Dictionnaire 
de  la  langue  Fran9aise,'  says  that  the  word  was  invented 
by  Fracastor  in  his  Latin  poem  on  the  '  Venereal  Disease ' 
(printed  at  Yerona,  1530)  ;  it  is  not  known  whether  he 
derived  it  from  any  other  word.  Fracastor^s  legend  is 
that  a  herdsman  of  King  Alkithous,  by  name  Syphilus, 
was  afflicted  with  this  disease  by  Apollo,  as  a  punishment 
for  paying  divine  homage  to  the  king  instead  of  to  the 
god.  Some  authors  suggest  that  the  word  is  derived 
from  avg  a  pig  and  ^iXttu  to  love ;  others  think  that  it 
comes  from  o-<^Aoc,  a  contracted  form  of  mnaXog,  im- 
potent, or  from  avv  with  and  ^iXcw.  Whatever  the 
source  of  the  first  syllable  may  be,  it  seems  ceriiain  that 
the  remainder  of  the  term  has  its  origin  in  the  word 
.^jXttv.  Fallopia  says,  "Hie  vocavit  syphila  morbum 
istum,  quia  ex  amore  .  .  .  ut  plurimum  suboritur.'-' 
^7  2 
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Before  describing  in  detail  the  various  manifestations 
of  syphilis  as  they  appear  in  the  different  organs  of  the 
body,  a  short  description  will  be  given  of  the  ordinary 
course  and  symptoms  of  the  disease. 

The  syphilitic  poison  having  been  brought  into  con- 
tact with  an  abraded  surface  of  skin  or  mucous  mera- 
brane,  remains  apparently  latent  for  a  period  which 
varies  greatly  in  different  cases,  but  which  may  be  taken, 
on  an  average,  to  be  about  four  weeks.  In  artificial 
inoculation  on  the  healthy  skin,  some  redness  is  first 
observed,  but  this  disappears  and  no  change  can  be 
detected  until  the  above-mentioned  interval  has  elapsed. 
A  little  red  papule  or  nodule  then  makes  its  appearance, 
increases  in  size,  undergoes  exfoliation  or  superficial 
ulceration,  or  gradually  becomes  absorbed  without  any 
destruction  of  tissue.  In  ordinary  syphilitic  infection, 
however,  it  often  happens  that  the  poison  is  implanted 
upon  an  excoriated  surface,  and  that  the  syphilitic  virus 
is  mixed  with  various  irritating  secretions.  Under  such 
circumstances  the  erosion  remains,  or  develops  into  an 
ulcer  which  subsequently  becomes  indurated.  Even 
without  previous  decided  erosion,  the  admixture  of  irrita- 
tive purulent  matter,  e.g.  from  a  soft  sore,  causes  hyper- 
aemia  and  swelling,  and  subsequent  ulceration  at  the 
point  of  infection.  Ulceration  is,  however,  not  a  neces- 
sary symptom  of  the  implantation  of  the  syphilitic  poison. 
The  induration  alone  is  characteristic  of  syphilis  and  is 
a  sign  of  constitutional  infection.  Its  size  and  extent 
are  of  no  prognostic  significance  in  reference  to  the  further 
course  of  the  disease.  The  induration  having  attained 
its  acme  remains  stationary  for  an  indefinite  and  often 
considerable  period,  and  then  very  slowly  disappears. 
Local  complications  are  not  unfrequent,  the  most  serious 
of  these  being  phagedaena,  which  is  believed  by  some  to 
be  almost  invariably  due  to  syphilis. 

A  few  days  after  the  induration  has  become  developed, 
the  superficial  lymphatic  glands  in  the  immediate  vicinity 
begin  to  enlarge  and  become  hard  to  the  touch.  The 
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swollen  glands  are  scarcely,  if  at  all,  tender  on  pressure, 
and  the  skin  covering  them  is  unclianged  in  appearance. 
The  enlargement  takes  place  slowly ;  the  tumours  are 
round  or  oval,  and  more  or  less  prominent  according  to 
their  situation  and  the  amount  of  adipose  tissue  by  which 
they  are  surrounded.  As  a  rule,  several  glands  are  thus 
affected.  Suppuration  rarely  takes  place ;  sometimes  the 
lymphatic  vessels  between  the  induration  and  the  glands 
become  hard  and  swollen. 

While  these  changes,  apparently  of  a  purely  local  cha- 
racter, are  going  on,  the  patient  may  for  some  time  be 
unconscious  of  any  change  in  his  general  health.  In  the 
majority  of  cases,  however,  soon  after  the  glandular  indu- 
ration shows  itself,  more  or  less  decided  symptoms  of 
constitutional  disturbance  make  their  appearance.  The 
patient  grows  pale,  feels  ill  in  various  ways,  and  suffers 
from  headache  and  pains  in  the  limbs,  and  attacks  of 
fever.  After  these  symptoms  have  lasted  for  a  variable 
time,  an  eruption  of  spots  or  papules  appears  on  the  skin 
or  the  throat  becomes  sore.  With  the  setting-in  of  these 
latter  symptoms,  the  "  constitutional "  stage  of  syphilis  is 
said  to  have  commenced. 

It  would  therefore  appear  that  there  are  two  incubation- 
periods  in  the  early  stage  of  syphilis,  the  first  extending 
from  the  period  of  infection  to  the  development  of  the  in- 
duration, and  the  second  from  the  formation  of  the  latter 
to  the  appearance  of  the  symptoms  on  the  skin  or  in  the 
throat.  It  may  be  assumed  that  the  development  of  the 
poison  is  resisted  by  the  forces  of  the  organism,  which, 
however,  are  finally  overcome.  These  periods  of  incuba- 
tion are  analogous  to  those  of  latency,  often  observed  in 
the  subsequent  course  of  the  disease.  Virchow  has  ad- 
vanced the  view  that  the  blood  of  syphilitic  patients  is  in- 
fected by  the  virus  only  at  intervals,  that  this  latter  circu- 
lates with  the  blood,  and  is  deposited  in  the  various  tissues 
in  which  it  gives  rise  to  the  local  symptoms,  such  as 
exantheraatous  eruptions,  gummata,  &c.  Virchow  says 
that  "  if  this  assumption  be  correct,  there  is  no  syphilis 
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unless  there  are  symptoms.  If  all  the  latter  be  extin- 
guished, the  same  may  be  affirmed  of  the  syphilis."  Vir- 
chow,  however,  allows  that  occasionally  a  part  of  the  poison 
is  retained  iu  certain  foci,  especially  in  the  lymphatic 
glands,  whence  it  again  reaches  the  circulation,  and  be- 
comes the  starting-point  for  a  new  self-infection  and  new 
symptoms.  There  is  no  evidence,'^  says  Virchow,  "  that 
in  syphilis  the  infection  is  continuous  ;  on  the  other  hand, 
all  its  history  compels  us  to  assume  an  eruption  of  new 
disorders  by  fits  and  starts,  an  intermittent  infection  from 
certain  foci.'^ 

There  are,  however,  as  Zeissl  points  out,  several  objec- 
tions to  this  theory.     It  fails  to  explain  the  cases  in  which 
an  individual  in  whom  syphilis  is  latent — that  is,  who  pre- 
sents  no    symptoms   except,   perhaps,  slight  glandular 
enlargement,  is  able  to  infect  other  persons.     This  is  seen 
in  the  case  of  a  wet-nurse  who  shows  no  other  signs  of 
syphilis  than  some  amount  of  pallor  of  the  skin  and  gland- 
ular induration,  but  who  nevertheless  communicates  syphilis 
to  the  child  she  suckles.     It  fails  also  to  meet  the  case  of 
the  man  who  exhibits  no  symptoms,  but  nevertheless  infects 
his  wife  and  the  child  to  which  she  gives  birth.  These 
and  other  considerations  appear  to  be  fatal  to  Virchow's 
theory,  and  it  would  rather  appear  that  the  virus  of  syphilis 
effects  some  persistent  alteration  in  the  blood,  the  nature 
of  the  change  being  as  undiscoverable  when  the  symptoms 
are  latent  as  when  they  are  present  in  the  most  marked 
degree.     It  is  probable  that  the  lymphatic  system  is  the 
first  to  be  affected,  and  that  the  poison  reaches  the  blood 
through  the  lymphatics,  but  we  cannot  suppose  that  these 
latter  and  their  glands  are  the  main  foci  of  the  disease, 
keeping  in  view  the  constant  communication  which  takes 
place  between  the  blood  and  the  glands,  and  the  manner 
in  which  the  corpuscles  of  the  latter  structures  are  poured 
into  the  blood-vessels.     It  may,  therefore,  be  affirmed  that 
the  blood  is  infected  long  before  any  cutaneous  manifesta- 
tion appears,  and  that  the  infection  is  continuous  in  spite  of 
the  absence  of  that  or  any  other  symptom. 
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To  revert,  however,  to  the  local  manifestations  on  the 
skin  and  mucous  membrane.  The  most  common  and  the 
mildest  form  of  eruption  is  a  roseolous  rash,  which  usually 
shows  itself  about  eight  weeks  after  infection.  Its  deve- 
lopment may  be  impeded  by  treatment  (mercurials  for  the 
induration),  and  accelerated  by  excesses  of  various  kinds. 
At  this  period  the  patient,  as  a  general  ride,  is  exempt 
from  syphilitic  affections  of  the  bones,  rupia,  and  tuber- 
cular or  gummatous  formations  in  various  parts.  Cases, 
however,  sometimes  occur  in  which  the  common  order  of 
sequence  is  not  observed,  and  there  are  no  so-called  second- 
ary phenomena,  the  complaint  passing  at  once  into  the  third 
stage,  as  evidenced  by  rupia,  gummata,  &c.  A  descrip- 
tion of  these  cases  will  be  found  in  the  chapter  on 
malignant  syphilis. 

The  milder  forms  of  cutaneous  eruption  are  generally  of 
short  duration,  and  rapidly  subside  either  with  or  without 
treatment.  The  papular  forms  are  more  severe,  and  are 
often  accompanied  by  papular  growths  on  mucous  mem- 
branes, and  at  places  where  the  skin  and  mucous  membranes 
join.  These  flat  condylomata  are  essentially  papules  of  the 
mucous  membrane,  and  resemble  in  structure  the  papules 
of  the  skin,  but  are  modified  by  the  nature  of  the  base 
from  which  they  spring  and  its  surroundings.  The 
papular  eruptions  are  often  extremely  obstinate  j  they  are 
liable  to  become  ulcerated,  and  fresh  outbreaks  and 
relapses  are  very  frequent.  They  may  continue  to  show 
themselves  fur  several  months,  and  simultaneously  with 
these  the  patients  generally  notice  that  their  hair  becomes 
very  thin,  that  their  nails  become  dry,  brittle,  and  other- 
wise changed,  and  that  the  shin-bones  and  the  clavicles 
are  very  tender  and  painful,  especially  at  night.  Certain 
affections  of  the  eyes,  such  as  iritis  and  retinitis,  are  prone 
to  occur  at  this  period. 

While  these  symptoms  are  manifesting  themselves,  all 
the  lymphatic  glands  accessible  to  observation  will  be  found 
to  be  enlarged  and  indurated.  This  change  first  occurs, 
as  mentioned  above,  in  those  glands  which  are  nearest  to 
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the  point  of  infection,  but  it  gradually  spreads  to  all  the 
glands  in  the  body.  The  enlargement  keeps  pace  with 
the  other  symptoms,  being  more  marked  when  any  exacer- 
bation takes  place  in  the  latter.  The  glands  which  are 
most  conspicuously  affected  are,  those  in  the  neck,  at  the 
posterior  border  of  the  sterno-mastoid  muscle  and  beneath 
the  occiput,  the  submaxillary,  the  inguinal  and  the  axillary 
glands.  The  inguinal  glands,  being  the  nearest  to  the 
ordinary  point  of  infection,  are  generally  those  which  are 
first  affected.  The  enlargement  extends  to  the  glands 
situated  internally,  e.g.  the  bronchial  and  pelvic  glands. 
Suppuration  rarely  occurs  unless  the  patient  be  of  a 
decidedly  scrofulous  habit.  In  this  case  the  glands  may 
attain  an  enormous  size,  become  painful,  and  finally  sup- 
purate. Examples  of  this  kind  ai-e  seen  in  the  neck  in 
scrofulous  patients  suffering  from  pustular  syphilitic  erup- 
tions. In  the  majority  of  cases,  however,  the  glandular 
enlargement  pursues  a  chronic  course,  being  the  most 
invariable  and  permanent  symptom  of  constitutional 
syphilis.  It  can  often  be  detected  many  years  after  the 
disease  was  first  contracted. 

The  changes  above  described  constitute  what  are  termed 
the  secondary  symptoms  of  syphilis.  They  are  character- 
ised, for  the  most  part,  by  the  rapidity  of  their  develop- 
ment, by  their  comparatively  mild  and  superficial  nature, 
and  by  the  promptness  with  which  they  subside  under 
suitable  treatment.  They  are  also  characterised  by  a 
tendency  to  a  general  and  symmetrical  development, 
whereas  the  tertiary  lesions  are  of  a  more  local,  resti-icted, 
and  unsymmetrical  character.  The  classification  is  con- 
venient, but  no  sharp  line  of  distinction  can  be  drawn 
between  the  secondary  symptoms  and  those  which  come 
after  them.  Certain  lesions,  such  as  sarcocele,  would 
occupy  a  kind  of  intermediate  position,  as  they  do  not 
belong  to  the  earliest  symptoms,  and  yet  precede,  as  a 
general  rule,  the  later  manifestations,  such  as  severe  dis- 
eases of  the  bones  and  disease  of  internal  organs. 

Affections  of  the  eye  belong  to  both  periods.    Thus  in 
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the  secondary  stage,  iritis,  retinitis,  and  choroiditis  are 
observed.  These  affections  show  a  great  tendency  to 
relapse, and,  as  time  goes  on,  gummatous  growths  sometimes 
appear  in  the  iris  and  choroid.  The  classification  is,  how- 
ever, useful,  because  in  many  cases  no  other  symptoms  make 
their  appearance.  Relapses  may  occur,  proving  that  the 
complaint  is  not  altogether  eradicated,  but  the  recurrences 
appear  as  purely  local  lesions,  differing  in  no  way,  save 
by  their  mildness,  from  those  that  have  gone  before. 
Thus  new  crops  of  eruptions  may  appear  on  the  skin  and 
mucous  membrane,  fresh  attacks  of  angina,  or  of  iritis, 
may  supervene,  and  the  glandular  swellings  and  indura- 
tions may  become  more  prominent  from  time  to  time.  It 
not  unfrequently  happens,  however,  that  these  recurrences 
are  of  a  much  more  serious  character,  and  are  accompanied 
by  general  symptoms  similar  to  those  which  were  asso- 
ciated with  the  first  appearance  of  the  eruption  or  the 
angina. 

In  tracing  the  further  course  of  syphilis  there  are 
numerous  variations  to  be  noticed.  These  differences  are 
connected  with  the  intensity  of  the  lesions  and  symptoms, 
and  often,  it  would  appear  with  some  peculiarities,  so  to 
speak,  of  the  soil  in  which  the  poisonous  germ  is  sown,  and 
are  due  to  several  causes.  It  is  a  well-known  fact  that, 
even  apart  from  any  differences  of  treatment,  the  course 
of  syphilis  is  greatly  influenced  by  the  age,  habits,  and 
surroundings  of  the  patient,  and  by  the  state  of  his 
general  health.  With  regard  to  age,  syphilis,  cseteris 
paribus,  is  a  much  more  serious  disease  in  a  man  over  forty 
years  of  age  than  in  one  who  has  not  reached  that 
period,  and  the  general  gravity  of  the  disease  increases 
with  advancing  years.  In  elderly  patients  the  evolution 
of  syphilis  is  more  rapid  than  in  younger  ones,  the  tertiary 
stage  is  much  sooner  reached.  The  secondary  eruptions 
soon  become  decidedly  pustular,  but  this  stage  is  cut  short, 
for  in  less  than  a  year  after  infection  gummatous  growths 
may  become  developed  in  the  skin  and  elsewhere,  and  these 
undergo  rapid  disintegration  and  suppuration.     The  type 
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of  the  disease,  therefore,  varies  considerably  from  that 
usually  observed.  The  period  of  incubation  has  been 
noticed  to  be  short  in  old  people.  Relapses  of  the  tertiary 
cutaneous  ulcerations  are  very  frequent.  A  patient  who 
contracts  syphilis  after  forty  rarely,  if  ever,  gets  rid  of  it, 
and  the  prognosis  is  unfavorable  as  regards  the  effects  on 
the  system  in  general.  The  symptoms  are  aggravated  by 
excesses  of  all  kinds,  but  especially  hy  excess  in  tilcohol,  by 
exposure,  and  in  fact  by  all  conditions  which  tend  to 
depress  the  system  generally.  A  previous  condition  of 
bad  health  tends  to  influence  the  course  of  the  disease  in 
an  unfavorable  manner,  and  there  are  also  individual  pecu- 
liarities, some  persons  being  much  more  seriously  affected 
than  others,  in  the  absence  of  any  obvious  cause  for  the  dif- 
ference. There  is  another  remarkable  characteristic  of 
syphilis,  well  seen  in  some  cases,  and  that  is,  the  appearance 
of  the  symptoms,  under  certain  conditions,  after  a  long 
period  of  latency.  A  patient  may  have  been  free  from  sym- 
ptoms for  several  years  when  after  exposure  to  cold,  or  indul- 
gence in  excess,  or  after  a  period  of  impaired  health  owing 
to  reduced  circumstances,  the  disease  reappears  in  a  much 
more  serious  form  than  before.  Instead  of  papules  we  find 
pustules  of  vai'ying  size,  some  of  which  become  converted 
into  troublesome  ulcers.  A  frequent  concomitant  is  a 
severe  form  of  throat-affection,  an  ulceration  which  tends 
to  spread  and  to  cause  considerable  destruction  of  tissue. 
These  symptoms  are  attended  by  fever  and  other  evidences 
of  constitutional  disturbance.  The  nasal  cavities  may  be 
similarly  affected  ;  the  mucous  membrane  is  destroyed  by 
ulceration,  and  the  process  extends  to  the  cartilages  and 
bones  of  the  nose.  In  no  part  of  the  body  are  the  sym- 
ptoms of  syphilis  more  marked,  or  the  result  more  destruc- 
tive in  certain  cases.  The  bones  generally,  but  especially 
those  of  the  skull,  the  clavicle,  and  the  tibia  are  at  the 
same  time  often  the  seat  of  painful  swellings. 

There  is  yet,  in  a  pathological  point  of  view,  another 
and  a  very  important  stage  in  the  course  of  syphilis, 
and  this  is  characterised  by  the  formation  of  certain  pecu- 
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liar  local  growths,  termed  gummatous  tumours  or  gum- 
mata.  These  may  occur  in  any  organ  of  the  body,  and 
are  sometimes  diffused,  and  sometimes  distinctly  circum- 
scribed. They  are  seen  in  their  most  perfect  condition  in 
the  liver,  where  their  colour  distinguishes  them  from  the 
structures  in  which  they  are  embedded,  but  the  skin, 
mucous  membranes,  the  bones,  the  brain,  and  all  the 
internal  organs,  may  be  the  seat  of  these  growths.  They 
are  for  the  most  part  peculiar  to  the  later  stages  of  syphi- 
lis, and  they  differ  from  the  more  superficial  lesions  of  the 
earlier  stages  in  exhibiting  a  slowness  of  evolution,  a  power 
of  extension  to  all  parts  of  the  body,  and  a  very  decided 
tendency  towards  disintegration  and  molecular  necrosis 
rather  than  towards  spontaneous  absoi^ption  and  disappear- 
ance. Some  believe  that  gummata  are  purely  local  forma- 
tions and  are  developed  from  deposits  left  over  from 
the  stage  of  exanthematous  eruption.  In  the  more  super- 
ficial parts,  viz.  in  the  skin  and  subcutaneous  cellular 
tissue,  the  disintegration  of  the  gummata  often  gives  rise 
to  ulceration  of  a  very  destructive  character  and  tending 
to  involve  the  adjacent  parts.  These  ulcers  sometimes 
take  a  serpiginous  course,  extending  in  one  or  more 
directions,  while  cicatrisation  takes  place  at  the  spot  where 
the  process  commenced.  When  these  formations  take 
place  in  internal  organs,  they  often  give  rise  to  very  serious 
symptoms.  Cerebral  lesions,  of  a  fatal  character,  are  often 
due  to  the  development  of  gummata.  Similar  formations 
in  the  bones  and  periosteum  are  frequent  causes  of  exten- 
sive caries  and  necrosis,  which  in  their  turn  set  up  a 
marked  condition  of  cachexia,  associated  with  amyloid 
degeneration  of  many  internal  organs,  and  especially  of 
the  kidneys.  A  new  train  of  symptoms  is  then  presented. 
The  urine  becomes  albuminous,  and  contains  hyaline  casts, 
dropsy  sooner  or  later  supervenes,  and  death  eventually 
takes  place  with  symptoms  of  uraemia.  In  other  cases, 
the  lungs  are  the  organs  mainly  affected  in  the  last  stages 
of  severe  syphilis,  and  death  takes  place  with  symptoms 
resembling  those  of  consumption.     Death  may  also  follow 
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from  gummatous  growtlis  in  the  heart  or  in  the  liver, 
and  in  some  cases  scarcely  any  important  organ  escapes 
being  invaded  by  these  growths.  All  these  manifestations 
occur,  as  a  general  rule,  at  a  late  period  of  the  disease, 
seldom  at  a  less  interval  than  two  years  from  the  date 
of  the  primary  infection,  though  in  some  cases  at  a 
much,  earlier  period.  I  have  seen  several  instances  in 
which  rupial  ulceration  took  place  within  the  first  six 
months,  and  was  soon  followed  by  cerebral  symptoms. 
I  bave  reason  to  believe  that  this  association  of  symptoms 
is  by  no  means  rare,  and  my  experience  would  lead  me 
to  give  an  unfavorable  prognosis,  quoad  the  settiug-in  of 
cerebral  symptoms,  in  cases  in  which  superficial  gammata, 
with  severe  ulceration,  appeared  within  the  first  year  after 
infection. 

The  development  of  gummata  may  be  said  to  constitute 
the  last  stage  in  the  course  of  the  disease,  and  this  stage 
in  many  cases  passes  through  three  phases  before  it  attains 
its  completion.  In  the  first  of  these  the  growths  are  de- 
veloped in  the  more  superficial  parts,  as  the  skin  and  the 
subcutaneous  connective  tissue  ;  in  the  second,  the  tendons, 
muscles,  bones,  and  the  fibrous  tissues  are  affected,  while 
in  the  third,  the  viscera  are  the  principal  seat  of  the  lesions. 
It  must  not  be  inferred,  however,  that  this  order  of 
sequence  is  always  adhered  to,  on  the  contrary,  the  fibrous 
tissues  and  the  bones  are  often  first  affected,  and  the  vis- 
cera are  next  invaded  by  the  growths.  The  term  ter- 
tiary "  was  adopted  by  Ricord  to  designate  affections  of 
the  bones  and  fibrous  tissues  and  of  the  internal  organs. 
This  "  tertiary  "  stage  is  called  by  Lancereaux  the  "  period 
of  gummatous  products,'^  the  "  secondary  ^'  stage  beiug 
styled  by  the  same  author  the  "  period  of  general  erup- 
tion.'' This  latter  is  described  by  Zeissl  as  "  the  stage 
of  moist  papules.''  He  adopts  Lancereaux's  term  for  the 
tertiary  stage. 

There  is  another  important  difference  between  the 
secondary  and  the  tertiary  lesions  of  syphilis  as  regards 
the  inoculability  of  the  secretions  from  ulcers  or  sores.  The 
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secretions  of  condylomata  and  of  ulcerative  tliroat  affec- 
tions are  well  known  to  be  inoculable,  but  it  does  not  ap- 
pear that  tlie  secretions  or  discharges  from  gummatous 
gTOwths  are  possessed  of  a  similar  property.  A  question 
closely  akin  to  this,  refers  to  the  hereditary  transmissi- 
bility  of  the  disease  when  in  the  tertiary  stage.  This 
question  will  be  discussed  in  the  chapter  on  hereditary 
syphilis. 

The  principal  stages  in  the  course  of  the  disease  may 
be  therefore  stated  as  follows  : 

1.  The  stage  of  incubation. 

2.  The  local  affection. 

3.  The  general  eruption,  or  period  of  secondary  affec- 
tions. 

4.  The  stage  of  gummatous  formations  and  ulcerations, 
or  stage  of  tertiary  affections. 

Syphilis  has  been  compared  with  the  exanthemata,  and 
in  some  respects  the  comparison  holds  good,  but  it  must 
not  be  pushed  too  far.  The  secondary  period  corresponds 
with  the  eruptive  stage  of  the  infectious  fevers,  and  the 
tertiary  period  to  the  sequelae  sometimes  observed,  and 
which,  though  no  essential  part  of  the  primary  disease, 
are  due  for  the  most  part  to  the  weakened  condition  of 
the  organs  implicated  and  to  the  impure  state  of  the  blood 
induced  by  the  poison  which  gave  rise  to  the  fever.  In 
the  exanthematic  fevers,  however,  the  poison  is  rapidly 
eliminated,  and  after  a  definite  time  the  patient  is  free 
from  all  germs  of  the  disease,  the  only  difference  being 
that,  as  a  general  rule,  his  system  is  no  longer  susceptible 
of  being  influenced  by  exposure  to  the  particular  fever 
poison.  In  syphilis  the  elimination  is  a  much  more  gradual 
process,  having  no  limit  as  regards  time,  and  in  many 
cases  never  being  completed.  Eelapses  are,  moreover, 
frequently  observed,  and  there  is  another  great  difference 
between  syphilis  and  infectious  fevers,  in  that  the  course 
of  the  former  is  indubitably  influenced  by  treatment, 
whereas  no  claim  of  the  kind  can  be  made  for  medicines 
in  the  case  of  fevers. 
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The  possibility  of  recovery  from  syphilis,  disputed  by 
many,  cannot  be  denied,  and  by  recovery  is  meant  not 
merely  the  disappearance  of  tbis  or  that  symptom,  but  the 
real  cessation  of  the  disease,  consequent  upon  the  destruc- 
tion and  elimination  of  the  poison.  As  stated  above  it  is 
impossible  to  determine  the  duration  of  syphilis  ;  in  some 
cases,  after  a  few  months,  the  patient  i-emains  free  from 
any  trace  of.  the  disease  for  the  remainder  of  his  life ;  in 
others,  the  same  result  is  not  attained  until  years  have 
elapsed.  Proof  that  the  poison  can  be  totally  eliminated 
is  found  in  the  fact  tbat  reinfection  occurs  in  not  a  very 
small  proportion  of  cases.  Examples  of  this  will  be  des- 
cribed in  a  subsequent  chapter,  and  they  show  that  syphilis 
does  not  differ  from  other  constitutional  diseases  which, 
can  be  eradicated  by  the  combined  influences  of  time, 
hygiene,  and  treatment. 

It  is  difficult  to  form  any  estimate  of  the  mortality  due 
to  syphilis,  but  it  is  doubtless  much  higher  than  is  com- 
monly supposed.  The  disease  is  often  the  real  cause  of 
many  affections  which  at  last  terminate  fatally,  and  in 
many  cases  its  presence  gives  to  disorders  a  fatal  turn, 
which  they  would  otherwise  have  escaped.  (See  page  13.) 
Syphilis,  however,  may  be  the  immediate  cause  of  death,  as 
in  cases  where  gangrene  or  sloughing  attacks  syphilitic  sores, 
or  where  necrosis  of  the  cranial  bones  causes  perforation  of 
a  venous  sinus,  or  where  syphilitic  laryngeal  disease  pro- 
duces suffocation,  or  where  disease  of  the  cerebral  arteries 
or  a  gummatous  growth  is  the  cause  of  fatal  coma.  It 
far  more  commonly  happens,  however,  that  syphilis  gives 
rise  to  chronic  visceral  lesions  which  interfere  with  the 
functions  of  important  organs,  and  set  up  a  condition  of 
cachexia  which  ultimately  proves  fatal.  Zeissl  states  that 
in  one  year  in  the  Vienna  General  Hospital  there  were 
1097  patients  treated  for  constitutional  syphilis,  667  men 
and  430  women.  Of  these,  six  men  and  two  women  died, 
the  mortality  was  therefore  "7  per  cent.  The  causes  of 
death  were  pulmonary  tuberculosis  and  renal  disease,  and, 
in  the  case  of  one  woman,  septic  perimetritis.    The  mor- 
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tality  in  subsequent  years  was  found  to  approximate  very 
closely  to  the  above  figures.  My  experience  is  in 
accordance  with  that  of  Lancereaux,  who  states  that  even 
in  the  absence  of  any  epidemic,  visceral  syphilis  is  fre- 
quently complicated  with  erysipelas,  often  of  a  serious  and 
even  fatal  kind.  In  like  manner  the  subjects  of  visceral 
syphilis  are  especially  liable  to  pneumonia  of  an  insidious 
character.  It  is  well  to  bear  in  mind  Lancereaux's  advice 
that  whenever  one  or  other  of  these  affections  occurs  in  a 
patient  who  is  enfeebled  and  cachectic  without  obvious 
cause,  the  physician  should  think  of  the  possible  existence 
of  visceral  syphilis. 
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CHAPTEE  IV 

THE   NATURE  AND   CAUSE   OP  SYPHILIS 

It  was  stated  at  tlie  conclusion  of  the  first  chapter  that 
the  separation  by  Bassereau,  in  1852,  of  primary  venereal 
sores  into  two  classes,  named  respectively  the  hard  and 
the  soft,  formed  an  important  landmark  in  the  history  of 
syphilis,  and  a  starting-point  for  several  theories  with 
regard  to  its  nature.  Before  this  time  it  was  pretty 
generally  supposed  that  all  venereal  sores  were  due  to  the 
action  of  a  single  virus,  of  an  unknown  nature,  but  the 
fact  had  not  escaped  observation  that  while  in  some  cases 
the  sores  were  followed  by  more  or  less  severe  constitu- 
tional symptoms,  in  others  no  such  results  could  be  detected, 
the  local  ulcer  constituting  the  whole  of  the  complaint. 
The  difference  in  the  appearances  of  the  two  sores  was 
supposed  to  be  due  to  difference  in  the  virulence  of  the 
poison  and  to  peculiarities  in  tbe  system  in  which  the 
virus  had  become  implanted. 

Bassereau's  theory  was  based  mainly  upon  the  "  con- 
frontation "  of  persons  suffering  from  venereal  sores  with 
those  from  whom  they  had  contracted  them.  From  an 
examination  of  hundreds  of  cases,  he  was  able  to  prove, 
to  his  own  satisfaction,  that  the  hard  sore  always  pro- 
duced a  similar  lesion,  and  that  the  same  held  good  of 
the  soft  sore,  i.e.  that  each  possessed  only  the  power  of 
producing  its  like.  He  also  established  the  difference 
between  the  sores,  as  regards  liability  to  be  followed  by 
constitutional  symptoms.  He  further  observed  that  the 
soft  sore  was  frequently  accompanied  by  inflammation 
and  suppuration  of  the  nearest  lymphatic  glands,  whereas 
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the  liavd  sove  caused  tlie  glands  iii  tlie  neiglibourliood  to 
become  swollen  and  bard,  but  very  rarely  to  suppurate. 

Tbese  views  were  further  developed  by  Rollet,  of 
Lyons,  who  endeavoured  to  bring  them  into  harmony 
with  certain  clinical  facts.  It  was  well  known  that  by 
repeated  inoculations  the  soft  sore  could  be  reproduced 
almost  ad  infinitum  upon  the  bearer  of  it,  and  upon  all 
other  persons,  whether  syphilitic  or  not.  It  was  also 
known  that  the  secretion  from  the  hard  sore  was 
inoculable  upon  all  non-syphilitic  individuals.  It  had 
been  likewise  discovered  that  this  latter  secretion  could 
not  be  inoculated  successfully  upon  the  person  from  whom 
it  was  taken  or  upon  any  other  individual  already 
syphilitic.  If,  however,  several  hard  sores  appeared 
simultaneously  on  the  same  patient,  it  was  assumed  that 
these  were  due  to  simultaneous  inoculation  at  more  points 
than  one,  and  were  not  the  results  of  successive  infections 
from  an  original  focus.  It  was  subsequently  discovered 
that  the  secretion  from  the  hard  sore  could  sometimes  be 
inoculated  upon  the  bearer,  but  that  the  resulting  lesion 
did  not  resemble  the  parent  one,  but  was  similar  in  all 
respects  to  a  soft  sore.  Bassereau  had  not  attempted  to 
explain  the  cause  of  the  difference  between  the  two  sores, 
or  to  assume  the  existence  of  a  specific  virus  for  the  local 
sore.  He  simply  stated  that  he  was  constrained  to  admit 
a  different  cause  for  the  local  and  constitutional  diseases. 
Rollet,  on  the  other  hand,  asserted  that  the  soft  sore 
possesses  a  distinct  virus  of  its  own,  differing  entirely 
from  that  of  the  hard  sore.  His  doctrines,  on  these 
points,  constitute  what  is  termed  the  Duality  Theory. 

These  views,  however,  of  Eollet,  appeared  to  be  contra- 
dicted by  the  results  of  inoculating  the  secretions  of  a 
hard  sore  upon  the  bearer.  As  stated  above  ulcers  were 
produced,  without  any  period  of  incubation,  exactly 
resembling  soft  sores  in  appearance,  and  repeatedly 
inoculable  upon  the  patient  and  other  persons.  These 
experiments  seemed  to  establish  the  identity  of  the  secre- 
tions of  the  two  sores,  and  consequently  to  upset  the 
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Duality  theory.  To  meet  these  objections,  a  new  theory 
was  devised,  according  to  which  a  mixed  character  was 
imputed  to  certain  sores,  that  is  to  say,  they  were 
supposed  to  contain  the  specific  poisonous  properties  of 
botli  classes  of  sores.  This  theory,  however,  could  not 
be  maintained  in  face  of  the  manifold  experiments  Avhich 
were  constantly  being  made.  It  was  demonstrated  over 
and  over  again  that  tlie  secretion  of  the  hard  sore,  after 
it  had  been  irritated,  could  be  inoculated  on  the  bearer 
and  produced  soft  ulcers,  and  it  was  impossible  to  assume 
tbat  the  supposed  "  specific  poison  "  of  the  soft  sore  was 
present  in  all  these  cases  and  controlling  the  results. 
The  doctrine  of  "duality"  and  that  of  the  mixed 
chancre  "  seemed,  therefore,  perfectly  untenable.  Another 
theory  was  to  the  effect  that  the  soft  sore  was  the  product 
of  a  hard  sore  inoculated  upon  a  person  already  syphilitic, 
that  it  bad  permanently  lost  its  infective  properties,  and 
could  be  transmitted  as  a  soft  sore  to  a  healthy  person 
and  not  cause  general  infection.  This  theory  was 
invented  by  Clerc  ;  be  used  the  term  chancroid  to  desig- 
nate tbe  soft  sore,  wbicb  he  regarded  as  the  hybrid  of 
syphilis. 

An  extensive  series  of  experiments  was  performed  in  185  3 
by  Danielssen  of  Bergen.  His  patients  were  lepers,  and 
bis  idea  was  that,  inasmuch  as  there  is  a  probable  connec- 
tion between  leprosy  and  syphilis,  it  might  be  possible  to 
cure  tbe  former  by  inducing  an  attack  of  the  latter  disease. 
He  inoculated  twenty-seven  lepers,  none  of  whom  had 
suffered  from  sypbilis,  with  pus  from  suppurating  chancres. 
The  inoculations  were  continued  for  many  months,  but  not 
one  of  the  patients  showed  any  sign  of  constitutional  infec- 
tion. In  order  to  prevent  tbe  conclusion  that  lepers  are  not 
liable  to  constitutional  syphilis,  Danielssen  afterwards  inoc- 
ulated one  of  the  above-mentioned  patients  with  matter  from 
a  bard  sore.  In  three  days  a  characteristic  pustule  became 
developed,  and  tbe  inoculations  were  continued  with  the  pus 
which  this  yielded.  Only  a  few  small  pustules,  however, 
were  produced.    Nearly  two  months  afterwards  one  of  the 
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scars,  tlie  results  of  the  previous  inocalation,  broke  open 
and  an  ulcer  formed,  which  yielded  a  thin  and  scanty  secre- 
tion. The  parts  around  were  red,  hard,  and  somewhat 
tender,  and  the  inguinal  glands  on  the  same  side  became 
hard  and  swollen.  The  ulcer  healed,  leaving  a  somewhat 
hard  cicatrix.  Rather  more  than  three  months  after  the 
inoculation,  constitutional  symptoms  became  developed. 
These  experiments  appear  to  prove  that  both  the  hard  and 
the  soft  chancres  propagate  themselves  after  their  kind, 
and  that  the  general  infection  is  not  to  be  attributed  to 
any  peculiar  predisposition,  or  to  diathetic  or  other 
conditions. 

With  regard  to  the  secondary  manifestations  of  syphilis. 
Hunter,  as  is  well  known,  denied  that  they  possessed 
contagious  properties.  He  also  asserted  that  the  disease 
was  not  hereditarily  transmissible.  Ricord  also  for  some 
time  denied  the  contagious  properties  of  discharges  from 
secondary  sores,  relying  upon  experiments  performed  upon 
diseased  persons ;  but  he  afterwards  retracted  this  view, 
and  assisted  in  establishing  the  contagious  nature  of 
secondary  lesions.  He  also  fully  assented  to  Bassereau^s 
theory  of  two  kinds  of  ulcers  representing  two  perfectly 
separate  and  distinct  diseases.  E-ollet  had  pointed  out  that 
the  sores  obtained  by  inoculating  the  discharges  of  second- 
ary syphilitic  eruptions  were  invariably  hard. 

At  the  present  day  there  are  two  principal  theories 
with  regard  to  the  relations  existing  between  the  hard 
and  the  soft  sores.     These  may  briefly  be  described  as 
the  Unity  Theory  and  the  Duality  Theory,  and  it  is 
desirable  to  examine  them  somewhat  closely.     The  Unity 
Theory  teaches  that  the  hard  and  the  soft  sore  are  the 
products  of  one  and  the  same  virus ;  it  admits  that  the 
infective  property  (constitutionally)  of  the  soft  chancre 
is  perhaps  less  than  that  of  the  hard  sore,  but  claims 
that  the  former  may,  and  frequently  does,  produce  con- 
stitutional effects  under  favorable  circumstances  and  on 
a  suitable  soil,  and  that  the  modification  of  the  results 
may  be  due  to  the  nature  of  the  local  process  which  is 
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induced.  It  further  asserts  that  it  is  unsafe  to  predict 
that  even  a  soft  chancre  with  a  suppurating  bubo  will  not 
be  followed  by  constitutional  symptoms. 

The  principal  statements  upon  which  the  Unity  Theory 
is  founded  are  thus  formulated  by  Kaposi,  of  Vienna,  one 
of  its  most  steadfast  adherents.* 

1 .  The  soft  chancre,  with  or  without  suppurating  bubo, 
ends  generally  as  a  local  disease,  and  is  not  usually  fol- 
-lowed  by  constitutional  disorder  of  any  kind. 

2.  The  same  kind  of  chancre,  with  or  without  sup- 
purating bubo,  is  sometimes  followed  by  constitutional 
syphilis. 

3.  The  soft  chancre  may  begin  as  such,  but  becomes 
indurated  in  its  subsequent  course,  and  is  followed  by 
general  syphilis. 

4.  The  hard  chancre  begins,  in  the  majority  of  cases, 
like  the  soft  one  (as  a  pustule,  without  incubation) ;  the 
induration  becomes  developed  in  the  course  of  the  second 
or  third  week,  but  sometimes  earlier,  even  before  the  end 
of  the  first  week.  This,  as  a  general  rule,  is  followed  by 
constitutional  syphilis. 

5.  The  chancre  exhibits  typical  induration,  but  in  very 
rare,  though  well  authenticated  cases,  is  not  followed  by 
constitutional  syphilis. 

6.  If  the  typical  sclerosis  be  removed  at  an  early  period 
by  excision  or  other  method,  in  numerous  instances,  though 
not  in  all,  the  patients  will  escape  constitutional  manifes- 
tations. (As  will  be  seen  hereafter,  the  author  has  reason 
to  doubt  the  correctness  of  this  statement!  He  believes 
that  the  induration  is  a  sign  of  constitutional  infection.) 

7.  Soft  chancres  and  pustules  may  pass  into  character- 
istic papules  in  situ.  The  number  of  these  may  keep  on  in- 
creasing by  auto-inoculation,  as  the  chancre  itself,  as  a 
local  affection.  After  an  interval  of  from  six  weeks  to 
three  months,  roseola  appears  as  a  manifestation  of  general 
infection,  and  this  is  followed  by  a  series  of  constitutional 
syphilitic  symptoms. 

*  '  Pafchologie  und  Therapic  der  Syphilis,'  S.  29. 
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8.  Several  indurations  may  occur  simultaneously  on  one 
individual,  or  may  become  successively  developed, 

9.  The  purulent  secretion  obtained  by  artificially  irrita- 
ting Hunter's  nodules  and  papules,  or  yielded  spontane- 
ously by  these,  produces  ulcers  on  inoculation,  and  these 
are  repeatedly  inoculable  and  correspond  therefore  in  this 
respect  with  the  general  notion  of  a  soft  chancre. 

10.  The  inoculation  upon  a  healthy  subject  of  the  secre- 
tion from  a  soft  sore  (resulting  from  the  inoculation  of  a 
hard  sore  upon  the  patient  or  upon  another  syphilitic 
subject),  is  not  invariably  followed  by  constitutional 
syphilis. 

11.  The  artificial  inoculations  of  the  secretions  of 
secondary  syphilitic  products,  or  of  the  biood  of  syphilitic 
patients,  have  shown  that  in  these  cases  the  primary  effect 
develops  itself  for  the  most  part  not  in  the  form  of  a 
chancre,  or  of  the  Hunterian  induration,  but  in  the  form 
of  a  nodule  resembling  a  papule  in  which  the  characters 
of  sclerosis  are  absent. 

12.  Clinical  experience  also  teaches  that,  in  numberless 
cases,  constitutional  syphilis  is  directly  conveyed  in  the 
form  only  of  papules,  the  so-called  broad  condylomata, 
without  sclerosis  or  a  form  of  chancre  as  a  primary  effect. 

13.  In  addition  to  this,  constitutional  syphilis  very  often 
follows  primary  affections,  which  correspond  to  the  charac- 
ters neither  of  the  typical  soft  sore,  of  the  typical  hard  one, 
of  the  sclerosis,  nor  to  those  of  the  papule,  but  appear  as 
phagedgenic  or  diphtheritic  ulcers,  or  even  as  mere  erosions. 
Thus,  then,  the  dogma  that  all  syphilis  has  an  indurated 
chancre,  or  a  sclerosis,  or  a  papule,  as  its  initial  form  is 
contradicted. 

14.  Finally,  well-authenticated  cases  occur  in  which 
syphilis  is  acquired  without  any  trace  of  what  may  be 
called  a  primary  effect,  there  being  no  visible  formation 
of  ulcer  or  papule  at  the  spot  where  the  contagium  is  in- 
troduced— Syphilis  d'emhUe. 

The  Duality  Theory  teaches  that  there  are  two  varie- 
ties of  chancres,  the  soft  and  the  hard.    The  former  of 
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these  runs  an  acute  course,  its  edges  and  base  are  soft,  or, 
at  all  events,  non-indurated,  and  its  eifects  are  local  only, 
that  is,  it  does  not  contaminate  the  system.  The  latter  is 
chronic  in  its  course,  has  indurated  edges  and  base,  and 
is  invariably  followed  by  symptoms  of  constitutional  infec- 
tion. 

The  facts  upon  which  this  theory  is  based  may  be  thus 
briefly  recapitulated.  Inoculation  with  the  pus  of  a  soft 
venereal  ulcer  gives  rise  to  a  pustule,  and  after  three  or 
four  days  to  a  characteristic  ulcer.  Inoculation  with  the 
secretion  from  a  hard  venereal  sore  produces  an  induration 
which  makes  its  appearance  during  the  third  or  fourth 
week  or  even  later.  The  infecting  chancre  has  therefore 
a  much  longer  period  of  incubation  than  the  soft  sore,  the 
ulcer  in  the  former  kind  is  less  excavated,  its  secretion  is 
less  abundant  and  thinner  in  character ;  ulcei'ation  is, 
indeed,  often  absent,  a  subcutaneous  indurated  nodule 
being  the  first  manifestation.  The  hard  chancre  occurs  on 
the  human  subject  only,  not  in  animals ;  these  latter  can 
be  successfully  inoculated  with  the  secretions  of  the 
soft  sore.  It  would  appear,  however,  that  syphilis  can  be 
communicated  to  monkeys  by  inoculation.  The  soft 
chancre  may  run  its  course  without  the  formation  of  a 
bubo,  the  hard  chancre  is  always  associated  with  swelling 
and  induration  of  several  lymphatic  glands.  If  glandular 
swelling  occurs  in  connection  with  a  soft  chancre,  suppu- 
ration takes  place,  and  the  pus,  if  inoculated,  produces  a 
simple  ulcer.  The  soft  chancre  may  be  repeatedly  inocu- 
lated upon  the  subject  of  it :  up  to  within  a  few  years  ago 
the  proposition  that  an  indurated  sore  is  non-inoculable 
upon  the  patient  was  held  to  be  incontestable.  As  men- 
tioned above,  the  indurated  sore,  after  irritation,  yields  a 
secretion  inoculable  upon  the  bearer  and  other  syphilitic 
individuals,  and  producing  a  sore  exactly  resembling  a  soft 
chancre.  The  buboes  associated  with  the  hard  sore  very 
rarely  suppurate,  and  when  suppuration  does  occur  inocu- 
lation with  the  pus  so  formed  never  produces  soft  sores. 
The  infecting  sore  occurs  for  the  most  part  as  a  solitary 
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lesion,  or  if  more  than  one  be  present^  the  number  is 
always  very  small ;  there  is  no  limit  to  the  number  of  soft 
sores  which  may  be  found  in  the  same  patient.  The 
poison  of  the  infective  chancre  is  connected  with  debris  of 
tissue,  the  blood  and  the  seminal  fluid  of  the  patient ;  that 
of  the  soft  sore  is  contained  only  in  the  pus  or  in  the 
debris  of  the  ulcer.  The  infecting  chancre  may  also  be 
communicated  from  broad  condylomata.  A  wet-nurse,  for 
example,  infected  by  a  syphilitic  child  always  exhibits  the 
first  signs  of  the  disease  in  the  form  of  an  infecting 
chancre  or  a  broad  condyloma  ;  the  same  thing  is  observed 
in  the  cases  where  the  disease  is  communicated  from  the 
mucous  membrane  of  the  mouth.  Inoculation  of  the  se- 
cretion of  a  hard  sore  upon  healthy  subjects  has  invari- 
ably given  rise  to  the  development  of  a  similar  lesion  and 
of  no  other.  Daniellsen  and  Boeck  inoculated  lepers 
with  the  pus  of  simple  venereal  ulcers,  and  the  patients 
showed  no  symptoms  of  general  syphilis ;  they  then  used 
the  secretion  of  a  hard  chancre  and  general  syphilis 
followed. 

One  objection  to  the  Duality  Theory  is  supposed  to  be 
constituted  by  the  fact  that  an  ulcer  often  exhibits  all  the 
characteristics  of  a  soft  sore  for  many  days  or  even  weeks, 
and  becomes  indurated  later  on,  and  is  followed  by  con- 
stitutional symptoms.  Such  an  occurrence,  however,  may 
be  explained  in  one  of  three  ways.  (1)  A  patient  suffer- 
ing from  secondary  syphilis,  but  whose  genital  organs  are 
free  from  obvious  lesion,  contracts  a  soft  sore ;  this  can 
be  inoculated  as  such  upon  the  bearer  or  upon  a  healthy 
individual.  If,  however,  the  secretion  from  such  a  sore 
contain  an  admixture  of  the  patient's  blood,  and  be  then 
inoculated  on  a  healthy  subject,  the  result  will  be  the  pro- 
duction of  a  hard  sore  and  its  consequences.  (2)  A  soft  sore 
may  occur  in  close  proximity  to  an  infecting  one,  and  the 
two  secretions  may  become  blended.  The  result  of  inocula- 
tion upon  a  healthy  subject  in  such  a  case  may  be  either  a 
hard  or  a  soft  sore,  or  the  latter  followed  by  the  former. 
(3)  Under  the  circumstances  mentioned  above,  a  patient 
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is  inoculated  with  the  mixed  secretions  and  the  result  is  a 
compound  one.  After  a  brief,  incubation,  perhaps  on  the 
third  day,  a  pustule  with  an  ulcerated  base,  i.e.  a  soft  sore, 
forms  on  the  skin.  After  an  interval  of  three  or  more 
weeks  induration  appears,  and  the  sore  is  then  a  hard  one, 
or,  in  other  cases,  the  cicatrix  becomes  indurated  after 
the  sore  has  healed.  These  explanations  are  supported 
by  many  observations  in  regard  to  vaccination.  If  the 
vaccine-lymph,  taken  from  a  syphilitic  child,  be  free  from 
admixture  of  blood,  the  vaccine  vesicle  runs  its  course  in 
the  ordinary  way  and  no  ill  results  follow,  but  if  such 
admixture  be  present,  the  vesicle  becomes  developed,  and 
after  it  has  run  its  course,  induration  appears  in  its  base, 
and  is  followed  by  general  symptoms.  This  process  is 
exactly  analogous  to  that  seen  in  the  case  of  a  soft  sore, 
which,  some  time  after  its  appearance,  exhibits  signs  of 
induration. 

Other  objections  to  the  Duality  Theory  are  that 
syphilis  sometimes  occurs  without  previous  or  coexistent 
induration  of  the  cicatrix ;  it  has  been  also  noticed  that  a 
woman  may  infect  several  men,  and  give  one  a  hard  and 
the  other  a  soft  chancre.  Besides  this,  it  not  unfre- 
quently  happens  that  an  individual  who  has  exhibited 
induration  several  years  previously  again  contracts  an 
infecting  chancre.  This,  however,  only  proves  that  a 
patient  may  become  cured  of  syphilis,  and  that  a  second 
infection  is  possible,  as  will  be  fully  described  in  a  sub- 
sequent chapter.  There  is  no  clinically  characteristic 
sign  whereby  a  so-called  tertiary  syphilitic  ulcer  can  be 
distinguished  from  a  soft  chancre ;  there  are  forms  of  the 
soft  ulcers  and  of  papules  which  exactly  resemble  each 
other.  Cases  occur  in  which  the  hard  sore  is  not  followed 
by  general  syphilis ;  several  hard  chancres  are  sometimes 
found  on  the  same  individual ;  syphilis  may  be  conveyed 
to  an  individual  without  the  development  of  any  local 
affection  {Syphilis  d'emhUe).  The  hardness  of  the  ulcer 
is  not  an  exclusive  attribute  of  the  infecting  chancre, 
there  must  be  at  the  same  time  firm  nodular  induration 
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of  tlie  lymphatic  glands.  It  is  also  asserted  that  during 
repeated  inoculation  of  chancres  upon  diiferent  individuals 
sometimes  a  soft  and  sometimes  a  hard  chancre  is  deve- 
loped, and  that  these  variations  are  intimately  connected 
with  the  constitution  of  the  individual. 

The  supporters  of  the  Unity  Theory  regard  every 
chancre,  whether  its  base  be  hard  or  soft,  as  connected 
with  syphilis.  According  to  this  view,  the  pus  of  a  soft 
chancre  represents  a  concentrated  poison  giving  rise  to  a 
more  acute  process,  which,  by  the  destruction  it  sets  up, 
prevents  general  infection,  whereas  the  secretion  of  the 
hard  chancre  produces  a  chronic  poisoning  of  the  blood, 
the  effects  of  which  are  gradually  and  slowly  deve- 
loped. 

The  supporters,  however,  of  the  Duality  Theory  allow 
that  sometimes  (but  only  in  exceptional  cases)  soft  sores 
are  followed  by  constitutional  syphilis.  But  in  these 
cases  the  explanation  is  that  the  soft  sore  has  simply  been 
the  means  of  conveying  the  syphilitic  virus,  and  has  not 
given  rise  to  the  affection,  because  it  possesses  specific 
or  peculiar  qualities,  either  before  cicatrisation  or  only 
after  that  process  has  taken  place.  In  addition  to 
this,  there  is  the  possibility  in  such  cases  that  papules 
may  exist  under  the  ulcer  and  the  syphilis  may  be 
due  to  them,  while  they  have  no  effect  upon  the 
condition  of  the  floor  of  the  ulcer,  and  accordingly  there 
is  no  feeling  of  induration  communicated  to  the  finger. 
The  advocates  of  the  Duality  Theory  admit  that  inocula- 
tions, upon  the  subject  of  it,  with  the  secretions  of  the 
hard  chancre  give  rise  to  a  lesion  similar  to  the  soft 
chancre,  and  that  if  a  healthy  person  be  inoculated  from 
the  lesion  so  produced,  a  hard  chancre  may  be  the 
result. 

If  a  short  resume  be  made  of  the  present  position  of 
the  Unity  and  Duality  theories  it  will  appear  that  the 
adherents  of  both  views  are  agreed  that  the  course  of 
the  hard  chancre  is  different  from  that  of  the  soft  one, 
and  that,  with  a  few  exceptions,  the  former  is  followed  by 
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constitutional  sypliilis ;  they  also  agree  that  the  soft 
chauorej  as  a  genera;!  rule^  remains  a  local  affection,  that 
at  the  worst  it  leads  to  suppuration  of  the  inguinal 
glands,  and  that,  without  any  previous  induration  of  its 
base,  it  may  be  followed  by  constitutional  syphilis,  but 
that  such  a  result  is  extremely  rare.  It  is,  however, 
assumed  by  the  advocates  of  the  unity  of  the  contagia 
that  the  soft  chancre  gives  rise  to  the  infection  by  virtue 
of  the  poison  lodged  within  it,  whereas  the  advocates  of 
the  duality  allow  that  the  sore  is  only  a  channel  through 
which  the  general  infection  may  take  place. 

In  addition  to  these  two  theories  there  is  a  third, 
which,  in  the  opinion  of  the  author,  satisfactorily  accounts 
for  the  differences  between  the  two  classes  of  sores.  It 
may  be  laid  down  as  an  axiom  that  the  secretions  of  the 
hard  sore  contain  a  specific  virus,  capable  of  producing 
definite  affects  when  inoculated  upon  non-syphilitic  indi- 
viduals. On  the  other  hand,  it  may  be  asked.  Is  there 
any  peculiar  virus  in  the  secretions  of  the  soft  sore,  and 
is  a  sore  of  this  character  necessarily  connected  with 
venereal  disease  ?  The  answer  to  these  questions  must 
be  in  the  negative,  inasmuch  as  experiments  have  proved 
that  ulcers  exactly  resembling  soft  sores  can  be  produced 
on  non-syphilitic  individuals  by  the  inoculation  of  non- 
specific pus. 

The  first  experiments  of  this  kind  were  made  by  Prof. 
Pick  in  1865.  He  inoculated  syphilitic  subjects  with  the 
pus  from  non-venereal  pustules  (scabies,  acne,  and  pem- 
phigus) and  produced  pustules  and  soft  sores  inoculable 
through  several  generations.*  Inoculations  upon  the 
patients  from  whom  the  pus  was  taken  and  upon  healthy 
persons  produced  no  effect.  It  was  considered  that  the 
effect  produced  depended  upon  the  increased  vulnerability 
of  the  syphilitic  subjects,  that  is  to  say,  these  latter  were 
supposed  to  possess  a  peculiar  aptitude  for  the  develop- 
ment of  cutaneous  inflammation  and  ulceration.  Further 


*  Zeissl,  '  Lehrbuch  der  Sypliilis,'  Vierter  Aufl..  S.  202. 


NATURE   AND  CAUSE 


41 


experiments  have,  however,  proved  that  similar  inocula- 
tion on  non-syphilitic  subjects  may  be  followed  by  ulcers 
resembling  soft  sores.  The  theory  of  the  "  increased 
vulnerability of  syphilitic  subjects  is  therefore  unneces- 
sary to  account  for  the  phenomena. 

Some  experiments  performed  in  Vienna  by  Dr  Wiggles- 
worth,  of  Boston,  U.S.,  clearly  show  that  the  inoculation 
of  non-specific  pus  may,  under  favorable  circumstances, 
give  rise  to  local  ulcers,  closely  resembling  soft  sores, 
and  re-inoculable  in  generations,  and  that  this  pus  need 
not  come  from  a  syphilitic  person,  or  be  inoculated  on  a 
syphilitic  person,  in  order  to  produce  these  effects.  It  is, 
however,  probable  that  the  effects  would  be  more  marked 
if  the  pus  were  taken  from  or  inoculated  upon  a  person 
enfeebled  by  any  such  disease  as  syphilis. 

Dr  Wigglesworth's  experiments  were  performed  upon 
himself.  He  was  free,  he  states,  from  all  disease,  either 
hereditary  or  acquired,  but  was  in  somewhat  feeble  health 
owing  to  overwork  in  the  hospital.  He  took  pus  from  an 
acne  pustule  upon  himself  and  inoculated  three  spots  on 
the  anterior  aspect  of  his  left  forearm.  The  result,  in 
three  or  four  days,  was  three  well-marked  pustules. 
From  each  of  these  he  inoculated  one  new  spot  upon  the 
same  arm  nearer  the  wrist,  and  produced  three  new  well- 
marked  pustules.  From  each  of  the  three  second  series 
he  again  inoculated  fresh  spots,  still  nearer  the  wrist,  and 
with  the  same  results.  The  second  series  was  hardly 
as  well  marked  as  the  first,  and  the  third  series  was 
slightly  inferior  in  vigour  to  the  second,  still  all  were 
well  marked,  the  nine  sores  being  at  the  same  time 
present  on  my  arm.  On  removal  of  the  crusts,  per- 
ceptible ulceration  of  the  skin  was  found  to  exist. 
Zeissl,  with  whom  I  was  studying  at  the  time  (1867-68), 
happened  to  be  lecturing  upon  Dualism,  and  requested 
me  to  show  my  arm  to  the  class  to  prove  the  production 
of  ulceration  from  properly  inoculated,  simple,  healthy 
pus.  There  were  no  buboes  in  my  case,  nor  did  the 
ulceration  require  other  treatment  than  exclusion  from 
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the  air  by  means  of  a  simple  dressing  and  cleanliness. 
The  scars  remain  to  the  present  day."* 

Kaposi  likewise  has  performed  experiments  of  the 
same  nature,  and  which  point  to  the  same  conclusion. 
Dr  E.  W.  Taylor  describes  a  case  of  a  syphilitic  man  who 
conti'acted  gonorrhoea  and  subsequently  developed  herpes 
vesicles,  which  in  a  few  days  were  converted  into  typical 
chancroidal  ulcers.  The  secretions  from  these  latter  were 
inoculated  upon  the  patient's  abdomen,  when  a  charac- 
teristic chancroid  was  developed.  Other  sores  of  the 
same  character  made  their  appearance  on  his  left  thigh 
in  consequence  of  his  careless  and  dirty  habits,  and 
finally  intercourse  with  his  wife  resulted  in  her  having 
several  chancroids  and  suppurating  buboes. 

It  would  therefore  appear  certain  that  the  inoculation 
of  the  products  of  inflammation  will  often  produce  a  sore 
identical  in  kind  with  soft  ulcers,  the  result  of  impure 
sexual  intercourse,  and  this  being  allowed,  it  may  well  be 
asked  what  reason  is  there  for  assuming  the  existence  of 
a  virus,  having  specific  characters,  as  requisite  for  the  pro- 
duction of  a  soft  sore  ?  Why  should  it  not  arise  de  novo, 
and  without  the  intervention  of  the  syphilitic  virus  ?  It 
must  also  be  borne  in  mind  that  the  infecting  source  often 
contains  an  admixture  of  many  secretions,  and  it  is  not  to 
be  expected  that  ulcerative  lesions,  the  result  of  sexual 
intercourse,  should  invariably  preserve  and  exhibit  the  pure 
and  simple  characters  to  be  found  in  sores  produced  by 
experimental  inoculations.  The  vagina  often  contains 
morbid  secretions  from  its  own  mucous  membrane  and 
from  that  of  the  uterus,  and  it  is  easy  to  conceive  that 
these  secretions,  inoculated  upon  the  male  organ,  should 
be  able  to  give  rise  to  inflammation  and  ulceration  without 
any  syphilitic  virus  being  present.  In  this  way,  there- 
fore, the  soft  sore  is  separated  altogether  from  syphilis. 
The  case  was  similar  some  years  ago  with  regard  to 
gonorrhoea.     Formerly  believed  to  be  identical  with  syphi- 

*  Bumstead  and  Taylor,  '  Pathology  and  Treatment  of  "Venereal  Diseases.' 
p.  29;  Zeissl, '  Lehrbucb  der  Syphilis,'  S.  204-. 
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lis,  it  is  DOW- known  to  have  nothing  to  do  with  that  com- 
plaint, and  not  unfreqiiently  to  originate  de  novo,  i.e. 
independently  of  direct  contagion. 

The  author's  views  with  regard  to  syphilis  and  its 
relation  to  the  soft  venereal  ulcer  may  be  thus  formulated  : 

1.  The  disease  known  as  syphilis  is  due  to  the  action  of 
a  specific  virus,  a  pathological  agent,  separate  and  dis- 
tinct from  every  other  animal  poison,  and  never  originating 
de  novo. 

2.  The  soft  venereal  ulcer  (pseudo-syphilis)  is  due  to 
the  action  of  irritating  secretions,  which,  so  far  from 
being  identical  with  the  poison  of  syphilis,  are  altogether 
different  and  distinct  from  it.  Such  an  ulcer  may,  and 
frequently  does,  arise  de  novo  from  inoculation  of  the  pro- 
ducts of  inflammation,  and  may  then  be  transmitted  from 
one  individual  to  another. 

3.  The  virus  of  syphilis  may  be  commingled  with  the 
secretions  of  a  pseudo- syphilitic  sore,  or  with  secretions 
which  by  themselves  would  cause  such  a  sore.  In  either 
case  the  resulting  ulceration  would  possess  double  proper- 
ties, evidences  of  which  would  sooner  or  later  be  exhibited. 

With  regard  to  the  nature  of  the  syphilitic  virus,  it 
must  be  coufessed  that  we  know  as  little  of  it  as  we  do 
of  the  contagious  principle  of  smallpox,  measles,  or 
scarlet  fever.  All  that  is  certain  is  that  the  materies 
morhi  of  syphilis  reproduces  itself  in  the  infected  indi- 
vidual, that  it  can  be  conveyed  by  inoculation  to  healthy 
persons,  and  also  to  the  foetus  in  utero  at  the  time  of  im- 
pregnation and  through  the  placental  circulation. 

The  contagiura  of  syphilis  has  been  supposed  to  consist 
of  a  specific  fungus  (vibriones  and  bacteria),  and  the 
symptoms  of  the  disease  have  been  thought  to  be  due  to 
the  action,  akin  to  fermentation,  set  up  by  these  fungi. 
Micrococci  and  bacteria  of  an  apparently  similar  character 
have,  however,  been  discovered  in  the  blood  of  animals, 
and  it  would  therefore  appear  that  these  organisms  have 
no  necessary  connection  with  syphilis. 
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In  the  year  1870  Dr  Lostorfer,  of  Vienna,  asserted  that 
the  blood  of  syphilitic  persons  contains  certain  peculiar 
bright  bodies,  which  become  developed  in  it  in  from  one 
to  five  days  after  it  has  been  taken  from  the  patient.  The 
method  he  adopted  was  to  take  a  drop  of  blood,  obtained 
by  puncturing  the  skin,  and  transfer  it  to  a  smooth  slide 
and  cover  it  with  a  piece  of  thin  glass.  The  slide  was 
then  placed  in  a  moist  chamber.  As  a  general  rule, 
during  the  first  two  days  nothing  of  a  foreign  nature  was 
to  be  seen  except  vibriones  and  bacteria,  but  on  the  third, 
fourth,  or  fifth  day  small  bright  bodies,  some  at  rest  and 
others  presenting  vibratile  movements,  made  their  appear- 
ance. These  increased  in  number  and  size,  and  exhibited 
processes  and  bud-formation.  Some  of  the  corpuscles 
were  circular,  others  irregular  in  form.  After  eight  or 
ten  days  a  vacuole  formed  in  each  of  the  larger  corpuscles, 
and  this  appeared  to  be  the  final  stage.  As  many  as  fifty 
were  at  one  time  seen  in  the  field  of  the  microscope.  Dr 
Lostorfer  asserted  that  in  no  specimen  of  blood  from  a 
non-syphilitic  person  could  he  find  any  of  the  above- 
described  corpuscles,  and  he  therefore  considered  that 
these  bodies  were  characteristic  of  syphilis.  Other 
observers,  however,  Strieker  among  the  number,  have 
discovered  the  same  appearances  in  the  blood  of  healthy 
persons,  and  also  in  that  of  persons  suffering  from  cancer, 
tubercle,  and  chronic  nephritis.  It  is  asserted  that  the 
vacuoles  are  the  same  as  those  found  in  the  sarcode  of 
infusoria  and  in  many  vegetable  cells.  Other  observers 
have  noticed  them  in  the  red  corpuscles,  as  well  as  in  the 
colourless  cells,  and  even  in  the  blood -plasma,  and  regard 
them  as  minute  drops  of  water  surrounded  by  a  very  thin 
layer  of  albumen. 

It  may  be  fairly  assumed  that  the  effects  of  syphilis 
are  due  to  the  action  of  a  contagium  vivum,  consisting  of 
infinitely  minute  particles  of  matter.  Dr  Beale  regards 
the  syphilitic  poison,  or  virus,  or  contagium,  as  consisting 
of  a  "  minute  bioplast,  which,  like  many  other  forms  of 
morbid  bioplasm  when  introduced  into  an  organism  whose 
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nutrient  fluids  are  in  a  favorable  condition^  grows  and 
multiplies.  The  whole  system  may  be  infected,  and 
various  local  and  general  diseases  may  be  the  consequence. 
Such  is  the  persistent  tenacity  of  the  bioplasm  that  it 
may  live  and  grow  for  many  years.  Dormant,  perhaps, 
for  so  long  a  time  as  to  lead  us  to  believe  that  it  has 
been  thoroughly  destroyed  and  eradicated,  it  often  bursts 
into  new  growth  when  least  expected,  and  after  its  inva- 
sion had  been  forgotten.  .  .  .  From  the  resemblance 
of  the  syphilitic  bioplasts  to  lymph-corpuscles,  syphilitic 
growths,  like  tubercles,  have  of  course  been  pronounced 
to  belong  to  the  lymphatic  category ;  but  though,  no 
doubt,  in  this  class  of  pathological  changes,  as  in  many 
more,  lymphatics  and  lymph-corpuscles  are  involved,  our 
knowledge  does  not  justify  us  at  present  in  regarding 
syphilis  as  a  disease  especially  of  the  lymphatic  system. 
The  syphilitic  bioplast  has  been  looked  upon  as  a  sporule, 
microzyme,  or  minute  fungus-germ,  but  it  is  not  of  this 
nature.  .  .  .  The  syphilitic  growth  is  due  not  to 
the  presence  of  fungi  or  other  bioplasts  in  the  old 
epithelial  cells,  but  to  the  changes  resulting  from  the 
growth  and  multiplication  of  the  syphilitic  germ-particles 
in  and  amongst  the  bioplasts  at  a  time  when  they  were  in 
an  early  stage  of  growth.'^* 

Cornil  thinks  that  the  infecting  body  is  a  particle  of 
normal  protoplasm  which  has  undergone  degeneration, 
and  has  acquired  the  properties  of  rapid  proliferation, 
and  of  impressing  its  own  peculiarities  upon  germinal 
matter  wherever  it  comes  into  contact  with  it.  The  cells 
of  syphilis,  therefore,  affect  chiefly  the  white  lymph-  and 
blood-corpuscles,  which  they  contaminate  and  cause  to  take 
on  rapid  growth,  arresting  the  former  in  their  development 
into  red  blood-cells,  and  producing  the  so-called  syphilitic 
ansemia  or  leucocythsemia.  "  These  cells  are  to  be  found 
at  the  point  of  syphilitic  inoculation,  and  by  their  prolife- 
ration and  accumulation  constitute  the  induration  of  the 
infecting  chancre.  The  characteristic  hardness  of  this 
*  '  The  Microscope  in  Medicine,'  page  466. 
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sore  is  due  to  tlie  crowding  together  of  these  cells ;  its 
drjmess,  to  their  involvement  of  the  walls  of  the  vessels, 
preventing  transudation  of  serum  ;  its  abrupt  limitation,  to 
the  absence  of  any  true  inflammatory  exudation,  shading 
off  into  the  neighbouring  tissues ;  its  superficial  scaliness, 
abrasion,  or  ulceration,  to  the  degree  of  its  interference 
by  pressure  with  the  blood-supply  to  the  epidermic  layer 
of  the  skin.^'  Cornil  believes  that  the  syphilitic  poison, 
whatever  be  its  character,  gains  access  to  the  general 
circulation  chiefly  if  not  entirely  by  the  lymphatics,  and 
he  explains  many  of  the  local  phenomena  by  assuming  a 
condition  of  "  lymphatic  obstruction due  to  the  con- 
tinuous irritation  or  inflammation  set  up  by  the  syphilitic 
virus.  Other  observers,  among  them  Kiiss  of  Strasburg, 
and  Drs  Bumstead  and  Taylor,  are  inclined  to  ^believe 
that  syphilis  is  essentially  a  disease  of  the  connective 
tissue,  and  to  regard  the  blood  rather  than  the  lymphatics 
as  the  vehicle  of  contagion.  Other  theories  have  been 
advanced,  but  they  are  not  more  probable  than  those 
already  mentioned.  All  speculation  on  the  essential 
nature  of  the  syphilitic  virus  must  be  more  or  less 
indefinite  until  the  virus  itself  has  been  isolated  either  by 
chemical  or  anatomical  tests. 
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CHAPTER  V 

"VEHICLES   OP   THE   SYPHILITIC   POISON  AND   THE   MODES  OP  ITS 
COMMUNICATION  SYPHILIS    AND  VACCINATION 

The  contagium  of  sypliilis  is  contained  in  the  debris  of 
tissue  resulting  from  the  disintegration  or  suppuration  of 
certain  syphilitic  growths  or  sores ;  it  is  most  abundant  in 
the  discharge  from  a  moist  syphilitic  papule  and  in  that  of 
an  infecting  sore.  Pus  obtained  from  a  non-syphilitic 
eruption  in  a  syphilitic  patient  does  not  necessarily  con- 
tain the  germs  of  syphilis^  and  the  same  holds  good  of  an 
eczematous  secretion  in  such  a  patient,  and  of  vaccine 
lymphj  unmixed  with  blood,  from  a  similar  source.  The 
blood  and  the  seminal  fluid  of  patients  suffering  from 
secondary  syphilis  generally  contain  the  germs  of  the 
disease.  Inoculation,  however,  with  the  blood  sometimes 
succeeds  and  sometimes  fails.  Syphilis  has  been  known 
to  be  conveyed  from  one  patient  to  another  by  the  opera- 
tion of  skin-grafting ;  a  case  of  this  kind  has  been  lately 
recorded.*  In  former  days,  when  dental  transplantation 
was  practised,  syphilis  was  not  unfrequently  conveyed 
with  the  tooth.  Cases  of  this  kind  are  mentioned  by 
Hunter. 

It  is  doubtful  whether  syphilis  can  be  conveyed  to  a 
child  through  the  milk  of  a  syphilitic  nurse  whose  nipples 
are  perfectly  free  from  any  local  affection,  but  a  few  cases 
seem  to  show  that  such  transmission  is  not  impossible.  If 
erosions  or  moist  papules  be  present  on  the  nurse's  nipples, 
infection  is  sure  to  follow.  A  similar  question  has  refer- 
ence to  the  saliva  of  a  syphilitic  subject.     If  this  contain 

*  '  Annalcs  de  Dermatologic  et  de  Syphiligrapliie/  torn,  iii,  1882,  p.  129. 
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the  debris  of  sypliilitic  sores  on  the  lips,  tongue,  or  any 
part  of  the  mouth  or  throat,  it  may  convey  syphilis  to  a 
healthy  person.  There  are  cases  on  record  in  which  the 
operation  of  tattooing  resulted  in  the  transmission  of 
syphilis.  A  professional  tattooer  moistened  his  pigments 
and  needles  by  placing  them  in  his  mouth,  in  and  around 
which  were  syphilitic  ulcers.  With  regard  also  to  the 
catarrhal  secretions  of  other  mucous  membranes  of  syphi- 
litic subjects,  they  will  give  rise  to  the  disease  only  if  they 
contain  the  debris  of  syphilitic  sores  or  growths, 
■  The  vehicles  of  the  syphilitic  virus  are,  therefore  :  1. 
The  discharges  from  the  ulcerated  induration.  2.  The  dis- 
charges from  mucous  papules  and  other  secondary  syphi- 
litic manifestations.  3.  In  some  cases  the  blood  of 
patients  suffering  from  secondary  syphilis.  4.  Physio- 
logical secretions,  if  they  contain  the  debris  of  syphilitic 
ulceration.  It  would  appear  that  pathological  secretions 
not  directly  belonging  to  syphilis,  do  not,  as  a  general 
rule,  contain  the  syphilitic  virus.  5.  The  semen  of  a 
syphilitic  father  is  a  vehicle  for  syphilis  in  the  child  he 
begets.  The  subject  of  hereditary  syphilis  will  be  dis- 
cussed at  length  in  a  special  chapter. 

The  Modes  in  which  Syphilis  may  be  communicated 

There  are  three  ways  in  which  syphilis  may  be  commu- 
nicated. 1.  Its  virus  may  be  brought  into  contact  with 
the  healthy  body,  gaining  access  to  the  system  either 
beneath  the  epidermis  or  beneath  the  epithelium.  Syphi- 
lis is  then  said  to  be  "  acquired."  2.  It  may  be  trans- 
mitted through  one  or  both  parents  by  inheritance.  3. 
The  mother  may  acquire  the  disease  through  an  infected 
foetus.  In  the  acquired  form  of  the  disease  the  poison 
may  be  conveyed  either  directly  or  indirectly.  Direct 
communication  during  sexual  intercourse  is  the  most 
common  way  in  which  the  disease  is  conveyed.  The 
genital  organs  are  therefore  the  most  frequent  seat  of 
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infection  (in  91  per  cent,  of  all  cases).  Very  slight  and 
superficial  detachment  of  the  epidermis  or  epithelium 
suffices  to  permit  the  virus  to  gain  access  to  the  system.  If 
cracks  or  erosions  be  present,  absorption  is  of  course  facilit- 
ated. The  poison  is  notunfrequently  conveyed  to  the  mucous 
membrane  of  the  lips,  in  kissing,  by  a  person  suffering  from 
secondary  affections  of  the  mouth  and  throat.  The  lips 
are  the  seat  of  mfection  in  about  3  per  cent,  of  all  cases. 
Other  parts  of  the  face  and  the  tongue  are  sometimes 
infected  in  a  similar  manner.  Infection  from  tooth-, 
transplantation  and  from  skin-grafting  has  been  already 
referred  to.  Frequent  instances  .of  direct  infection  are 
seen  in  the  cases  of  nurses  infected  by  suckling  syphilitic 
children,  and  in  cases  of  children  suckled  by  women  with 
syphilitic  lesions  of  the  nipples.  Medical  men  and  mid- 
wives  sometimes  become  inoculated  with  the  virus,  when 
attending  women  suffering  from  primary  or  secondary 
sores.  Infants  in  such  cases  are  sometimes  directly  infected 
during  parturition. 

Syphilis  may  likewise  be  acquired  indirectly,  and  the 
mucous  membrane  of  the  mouth  is  the  part  most  often 
affected  in  examples  of  this  nature.  Thus  the  secretions 
from  the  mouth  of  a  person  affected  with  syphilitic  lesions 
of  that  part  may  adhere  to  drinking  utensils,  tobacco- 
pipes,  and  other  articles  used  by  several  persons  in  com- 
mon, and  may  thus  convey  the  disease.  Instances  of  this 
kind  have  occurred  in  glass-factories,  where  one  blowpipe 
is  used  by  several  workmen,  and  passed  from  mouth  to 
mouth.  The  conveyance  of  syphilis  in  the  operation  of 
tattooing,  already  referred  to  (see  p.  48),  is  an  example 
of  this  kind.  Surgical  instruments,  such  as  cupping- 
lancets,  tongue-spatulse,  and  the  Eustachian  catheters,  have 
been  the  means  of  conveying  the  disease.  Among  Jews 
and  Mahometans  the  operation  of  circumcision  is  some- 
times followed  by  general  syphilis,  the  poison  being  con- 
veyed by  the  instrument,  or  else  by  the  mouth  of  the 
person  who  sucks  the  wound. 

With  regard  to  syphilitic  infection  in  general,  it  may 
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be  stated  that  the  bodies  of  all  healthy  {i.e.  non-syphilitic) 
persons  offer  an  equally  favorable  soil  for  the  reception 
of  the  poison.  No  healthy  person  exhibits  immunity  from 
the  disease,  if  the  virus  be  properly  inoculated  ;  all  are 
alike  liable,  irrespective  of  age,  constitution,  or  tempera- 
ment. It  would  appear  probable  that  the  subjects  of 
hereditary  syphilis  are  to  a  certain  extent  protected,  and 
that  the  acquired  disease  assumes  in  them  a  milder  form. 
Syphilitic  re-infection  may  occui* — that  is,  a  person  may 
acquire  the  disease  and  go  through  many  of  its  stages,  and 
th.en  some  time  afterwards,  after  exposure  to  contagion, 
may  acquire  the  disease  anew.  This  important  subject 
will,  however,  be  discussed  in  a  subsequent  chapter. 

There  is,  lastly,  one  other  source  of  infection,  viz.,  vac- 
cination, which,  from  its  importance,  deserves  a  lengthened 
consideration,  and  to  which  a  special  section  will  be  devoted. 
Inherited  syphilis  will  be  treated  of  in  a  separate  chapter. 


Syphilis  and  Vaccination 

The  question  as  to  whether  the  syphilitic  virus  can  be 
conveyed  to  a  healthy  child  with  the  lymph  used  in 
ordinary  vaccination  has  now  been  decided  in  the  affirma- 
tive. It  has  been  clearly  shown  that  syphilis  and  cow-pox 
can  be  transmitted  simultaneously  from  one  person  to 
another.  Since  the  early  part  of  this  century  numerous 
cases  have  been  reported  of  children  becoming  syphilitic 
after  vaccination  ;  indurated  ulcers  appearing  at  the  spots 
where  the  lymph  was  inserted,  and  being  followed  by 
more  or  less  severe  secondary  manifestations.  In  many 
of  the  cases  the  disease  was  transmitted  to  the  mothers  or 
nurses  of  the  infected  children.  Cases  of  the  transmission 
of  syphilis  by  means  of  vaccination  have  been  reported 
from  almost  every  country  in  Europe,  and  the  literature  of 
this  subject  is  now  very  copious. 

A  consideration  of  these  cases  shows  that  when  several 
children  are  vaccinated  with  lymph  taken  from  a  syphilitic 
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child,  a  certain  proportion  almost  invariably  escape,  but 
that  the  majority  become  infected.  In  those  who  escape 
contamination,  the  vaccination  may  either  fail  altogether 
or  may  follow  the  normal  course.  In  those  who  are 
infected,  there  may  be  no  characteristic  vaccine  vesicle, 
but,  three  or  four  weeks  after  the  vaccination,  an  indurated 
nodule  or  an  indurated  ulcer  appears  at  the  spot  to  which,  the 
lancet  has  been  applied.  In  another  class  of  cases,  the 
vaccine  vesicle  appears  in  due  course,  dries  up,  or  bursts 
and  cicatrises,  and  is  followed  in  from  four  to  eight  weeks 
by  the  development  of  induration  and  ulceration. 

With  regard  to  those  instances  in  which  several  children 
have  been  vaccinated  directly  from  the  same  source,  and 
some  have  become  syphilitic  while  others  have  escaped, 
the  question  naturally  arises  as  to  how  the  difference  can 
be  accounted  for.     Another  peculiarity  has  also  been 
observed.     Wken  syphilis  has  thus  been  transmitted,  it 
has  sometimes  happened  that  only  one  of  the  punctures 
has  given  rise  to  induration  and  ulceration.     The  majority 
of  these  cases  can  be  explained  by  supposing  that  the 
virus  of  syphilis  is  contained  not  in  the  vaccine  lymph, 
but  in  the  blood  which  is  sometimes  mixed  with  the  latter 
when  the  operation  is  carelessly  performed.    When  many 
infants  are  vaccinated  from  the   same  source,   it  may 
easily  happen  that  the  operator,  in  his  endeavour  to  obtain 
sufficient  lymph,  passes  his  lancet  too  deeply  into  the 
vesicles  and  causes  blood  to  escape.     Supposing  the  source 
to  be  contaminated,  the  children  vaccinated  with  the 
mixture  of  lymph  and  blood  will  become  infected,  while 
those  vaccinated  with  pure  lymph  will  escape.     The  same 
hypothesis  will  serve  to  explain  the  difference  between 
the  punctures  in  the  same  child.     In  experiments  in  which 
healthy  persons  were   inoculated  with  lymph  carefully 
taken  from  vaccine  vesicles  developed  in  syphilitic  sub- 
jects, no  ill  results  followed.     On  the  other  hand,  when 
healthy  individuals  have  been  inoculated  with  blood  taken 
from  syphilitic  patients,  the  results  have  been  more  often 
negative  than  otherwise.    It  would,  therefore,  seem  that 
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something  more  than  blood  is  generally  requisite  as  a 
vehicle  for  the  transmission  of  the  virus. 

It  has  been  pointed  out  by  Zeissl  and  others  that 
persons,  whether  infants  or  adults,  aifected  with  constitu- 
tional syphilis,  are  peculiarly  prone  to  the  development  of 
ulcers  when  inoculated  with  the  contents  of  a  pustular  or 
vesicular  eruption.  The  vesicle  produced  by  vaccinating 
a  syphilitic  infant  may  be  in  reality  the  primary  stage  of 
an  ulcer,  the  secretion  or  debris  of  which  contains  the 
syphilitic  virus.  A  healthy  child,  vaccinated  from  such  a 
vesicle,  in  all  probability  becomes  syphilitic  ;  no  character- 
istic vaccine  vesicle  is  developed,  but  some  weeks  after 
the  operation,  induration  and  ulceration  make  their 
appearance. 

The  course  of  transmission  is  sometimes  reversed. 
Thus  the  child  supplying  the  lymph  may  be  healthy,  and 
may  be  infected  by  the  lancet  used  in  puncturing  or  scari- 
fying the  arm  of  a  syphilitic  child.  In  this  case  the  blood 
is  the  vehicle  which  transmits  the  poison.  Another  acci- 
dent may  possibly  arise.  When  several  persons,  one  of 
whom  is  syphilitic,  are  vaccinated  directly  from  the  same 
infant,  not  only  the  latter  but  certain  of  the  other 
individuals  may  become  infected,  if  only  one  lancet  be 
used  and  not  carefully  cleansed  after  each  vaccination. 

The  fact,  already  alluded  to,  that  syphilitic  infants  are 
especially  prone  to  the  development  of  ulcers  under  the 
influence  of  irritants,  has  an  important  bearing  upon  those 
cases  in  which  syphilis  is  alleged  to  have  been  conveyed 
by  vaccination.  While  fully  admitting  the  possibility  and 
frequent  occurrence  of  this  mode  of  infection,  it  is  certain 
that  in  many  of  the  cases  which  have  been  reported  the 
vaccination  simply  caused  syphilitic  symptoms  to  appear 
in  infants  who  had  inherited  the  disease,  but  who  had  not 
previously  exhibited  any  obvious  manifestations.  If  the 
eruption  follows  closely  upon  the  vaccination,  without  the 
development  of  an  ulcer,  preceded  by  a  period  of  incuba- 
tion, it  may  be  assumed  that  the  case  is  really  one  of 
latent  syphilis. 
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From  the  above  facts  and  considerations  it  would  appear 
that  the  risk  of  conveying  syphilis  by  vaccination  may  be 
rendered  practically  non-existent  by  the  scrupulous  obser- 
vance of  certain  precautions,  which  are  as  follows :  (1) 
The  child  yielding  the  vaccine  should  be  at  least  eight 
weeks  old,  and  it  and  its  parents  should  be  free  from  all 
trace  of  syphilis.  (2)  The  lancet  used  should  be  perfectly 
clean  and  bright,  and  should  be  carefully  cleansed  with 
boiling  water  after  each  operation.  (3)  The  greatest  care 
should  be  taken  not  to  draw  blood  when  puncturing  the 
vesicles,  and  should  blood  appear,  not  to  use  the  lymph 
mingled  with  it.  (4)  Perfectly  normal  vesicles  should  be 
chosen — on  the  eighth  day,  if  possible.  With  regard  to 
the  age  of  the  child  from  whom  the  vaccine  is  taken,  the 
statistics  of  158  cases  of  hereditary  syphilis  show  that  in 
146,  symptoms  appeared  before  the  end  of  the  third  month, 
and  only  in  12  after  that  period. 
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CHAPTER  yi 

THE  SOFT  CHANCRE — PSEUDO- SYPHILIS — THE  CHANCROID 

The  views  whicli  I  entertain  with  regard  to  tlie  differ- 
ences between  the  virus  of  syphilis  and  that  of  the  soft  sore 
have  been  described  at  some  length  in  a  preceding  chapter 
(see  p.  42).  It  was  there  explained  that  the  soft  sore  is  not 
dependent  upon  a  specific  virus,  and  that  it  gives  rise  to 
changes  of  a  purely  local  character.  Its  poison  is  capable  of 
being  generated  de  novo,  and  is  then  communicable  from 
person  to  person.  Inoculated  under  the  epidermis  or  epi- 
thelium it  causes  irritation  and  the  development  of  a  pustule, 
which  is  succeeded  by  an  ulcer ;  the  irritation  frequently 
spreads  to  the  neighbouring  glands  and  induces  inflamma- 
tion and  suppuration.  The  secretion  of  the  ulcer  itself  and 
the  pus  from  the  suppurating  glands  form  the  vehicles  for 
the  poison.  Of  the  two  lesions,  the  soft  chancre  is  much 
more  frequent  than  true  syphilis.  The  soft  chancre  may  be 
found  on  any  part  of  the  body,  but  as  it  is  most  often 
acquired  during  sexual  intercourse,  the  genital  organs  are 
its  usual  seat.  In  men,  it  is  most  often  found  on  the  glans 
and  prepuce ;  in  women,  on  the  internal  surface  of  the 
labia  majora  and  minora.  In  both  sexes  it  is  often 
multiple ;  its  secretion  is  readily  auto-inoculable.  The 
soft  chancre  appears  very  soon  after  exposure  to  contagion, 
in  the  form  of  a  small  reddish  patch  ;  this  becomes  swollen, 
and  gives  place  to  a  pustule  which  soon  breaks  and  is 
succeeded  by  an  ulcer.  The  pustular  stage  may  be 
wanting ;  an  excoriation  or  crack  may  be  the  first  appear- 
ance. In  whichever  way  developed,  the  ulcer  increases  in 
size,  up  to  a  certain  point,  and  then  remains  stationary. 
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If  at  first  circular  in  form,  it  is  apt  to  lose  this  shape  and 
to  become  oval  or  irregular.  It  is  usually  flat  and  super- 
ficial, but  its  depth  varies,  and  appears  to  depend  upon  the 
part  on  which  it  is  situated.  At  an  early  period  other  soft 
chancres  are  often  formed  on  adjoining  parts,  by  auto- 
inoculation,  and  it  frequently  happens  that  several  sores 
make  their  appearance  simultaneously.  The  edges  of  the 
ulcer  are  more  or  less  perpendicular,  and  they  often  appear 
clean  cut  as  though  with  a  punch  ;  they  are  sometimes 
everted.  The  floor  of  the  ulcer  is  irregular,  and  covered 
with  more  or  less  yellowish  or  greyish  matter,  consisting 
almost  entirely  of  pus.  The  border  of  integument  sur- 
rounding the  ulcer  is  red  and  painful.  The  base  is  usually 
soft  or  supple,  and  when  the  sore  is  pinched  up  between 
the  fingers,  there  is  no  feeling  of  semicartilaginous  indura- 
tion. A  certain  amount  of  inflammatory  swelling  may, 
however,  be  set  up  by  local  irritation,  but  this  subsides 
under  rest  and  appropriate  treatment. 

The  form  and  number  of  the  sores  vary  greatly.  On  the 
edge  of  the  prepuce  there  are  often  numerous  ulcerating 
fissures ;  on  the  internal  and  external  surface  of  this  part  the 
ulcers  are  usually  flat  and  superficial  or  only  slightly  exca- 
vated. Sometimes,  however,  the  ulceration  extends  through 
the  prepuce  and  perforates  it  in  one  or  more  places.  Ulcers 
near  the  frsenum,  as  a  general  rule,  perforate  this  structure 
and  sometimes  completely  destroy  it,  and  perforation  of 
the  urethra  sometimes  takes  place  from  below.  On  the 
glans  penis,  the  ulcers  usually  penetrate  somewhat  deeply. 
An  ulcer  at  the  apex  is  apt  to  surround  the  orifice  of  the 
urethra,  and  sometimes  involves  a  portion  of  the  mucous 
membrane  of  the  latter  structure.  In  other  cases  it  extends 
for  some  distance  down  the  urethra.  The  sulcus  at  the 
base  of  the  glans  penis  is  a  frequent  seat  of  chancre,  which 
in  this  situation  often  attains  a  large  size  and  becomes 
multiple.  The  union  of  several  sores  may  cause  the 
ulceration  to  involve  the  entire  sulcus  and  to  penetrate 
deeply  into  the  substance  of  the  glans.  Great  swelling  of 
the  prepuce  and  phymosis  or  paraphymosis  are  especially  apt 
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to  be  associated  with  cliancres  in  this  situation,  and  some- 
times both  corpora  cavernosa  become  involved  in  the  swell- 
ing. Chancres  are  less  common  on  the  integument  of  the 
penis  and  scrotum.  When  they  occur  near  the  root  of  the 
penis  they  often  assume  a  large  size,  and  are  apt  to  spread 
deeply  in  the  tissues  covering  the  pubes.  On  the  female  gen- 
ital organs,  soft  chancres  are  generally  found  at  the  entrance 
to  the  vagina^  on  the  inner  surface  of  the  labia  majora^ 
near  the  posterior  commissure  and  the  fossa  navicularis. 
Multiple  chancres  are,  of  course,  very  common  as  a  result 
of  auto-inoculation.  On  the  mucous  membrane  of  the 
vagina  and  of  the  portio  vaginalis  uteri,  soft  chancres  are 
less  common. 

Soft  chancres  are  also  found  on  other  parts  of  the 
body  besides  the  genital  organs.  The  soft  chancre  being 
readily  auto-inoculable,  an  ulcer  is  liable  to  form  on  any 
part  with  which  the  secretion  from  the  sore  comes  into 
contact.  The  slightest  abrasion  or  excoriation  is  sufficient 
to  enable  the  virus  to  gain  access  to  the  tissues.  Thus, 
chancres  are  often  seen  on  the  mons  Veneris  and  in  the 
neighbourhood  of  the  anus,  on  the  pubes  and  lower  part 
of  the  abdomen,  and  on  the  inside  of  the  thighs.  They 
are  also  found  on  the  nipple,  the  lips,  the  tongue,  the 
cheeks,  and  the  fingers.  They  have  also  been  found  on 
the  scalp,  but  chancres  on  this  part  are  usually  of  the 
indurated  kind. 

A  soft  chancre,  left  to  itself,  usually  continues  for 
from  two  to  four  weeks,  without  showing  any  tendency  to 
heal.  At  first,  indeed,  it  often  tends  to  spread  and  bur- 
row, and  to  invade  neighbouring  tissues.  This  process 
generally  ceases  during  the  third  week,  when  the  swelling, 
soreness,  and  secretion  gradually  diminish,  and  the  stage 
of  granulation  sets  in.  The  edges  of  the  sore  become 
flattened,  the  granulations  become  more  and  more  promi- 
nent, and  are  covered  with  a  healthy  yellowish  pus,  and 
cicatrisation  gradually  progresses  from  the  circumference 
towards  the  centre.  The  resulting  cicatrix  corresponds 
in  size  to  the  ulcer,  is  not  indurated,  but  is  more  or  less 
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depressed.  Sometimes  tlie  granulations  become  florid  and 
fungous,  and  rise  above  the  level  of  the  edges.  Each 
freshly-inoculated  chancre  pursues  the  same  course  as  the 
one  from  which  it  was  derived.  The  chancres  which 
appear  last  have  usually  a  more  rapid  course  than  the 
original  one. 

The  Diagnosis  op  a  Soft  Chanche. — This  can  generally 
be  made  without  difficulty,  but  it  is  sometimes  almost  im- 
possible at  one  examination  to  arrive  at  a  definite  conclu- 
sion as  to  the  real  nature  of  the  case.  We  are,  of  course, 
guided  by  the  situation  of  the  sore,  and  by  the  account  of 
its  development,  as  given  by  the  patient.  When  the 
genital  organs  of  an  adult  are  the  seat  of  a  lesion  pre- 
senting the  ordinary  signs  of  a  soft  sore  as  given  above, 
and  there  is  a  history  of  exposure  to  contagion,  the  nature 
of  the  case  will  be  perfectly  obvious.  But  when  the  sore 
is  situated  elsewhere,  as,  for  example,  on  the  face,  fingers, 
buttocks,  &c.,  the  diagnosis  may  present  many  difficulties. 
The  contagious  character  of  the  discharge  is  an  important 
element.  It  is  a  well-established  fact  that  the  secretion 
of  a  soft  sore,  inoculated  on  the  patient,  on  a  healthy  per- 
son, or  on  a  syphilitic  individual,  will,  in  the  large  majo- 
rity of  cases,  give  rise  to  a  sore  of  the  same  character,  and 
yielding  an  inoculable  secretion,  &c.  The  first  of  these  tests, 
viz.  inoculation  on  the  patient,  can  sometimes  be  resorted 
to,  but  the  attempt  is  not  always  successful.  It  has  also 
been  shown  by  recent  experiments  (see  p.  41)  that  pus  of 
a  non-specific  character  inoculated  upon  the  patient  himself, 
or  upon  other  non-syphilitic  persons,  may  cause  the  forma- 
tion of  pustules,  the  contents  of  which  are  also  inoculable. 
The  value  of  experimental  inoculation,  as  a  diagnostic  test, 
is  therefore  less  than  was  at  one  time  believed. 

With  regard  to  the  differential  diagnosis  of  the  soft 
sore,  the  lesions  most  resembling  it  are  herpetic  ulcers  (to 
which  some  persons  are  peculiarly  liable),  abrasions  pro- 
duced during  coition,  cancerous  ulcers,  and,  lastly,  those 
forms  of  infecting  sore  in  which  the  induration  is  either 
very  slight  or  altogether  absent. 
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Herpetic  eruptions  frequently  occur  on  the  genital 
organs.  The  prepuce  is  their  most  frequent  seat,  but  they 
are  also  seen  on  the  glans  penis  and  body  of  the  organ, 
on  the  integument  of  the  scrotum,  and  on  the  vulva 
in  females.  The  vesicles  are  more  or  less  numerous,  and 
their  eruption  is  attended  with  itching.  They  are  small 
in  size  ;  their  contents  are  at  first  transparent,  but  soon 
become  turbid.  If  protected  from  irritation,  friction,  &c., 
they  speedily  dry  up  and  form  thin  scales,  which  become 
detached,  leaving  no  scar  behind  them.  If,  as  often  occurs, 
the  epidermis  be  rubbed  off,  small  ulcers  are  seen.  The 
vesicle  or  pustule  with  which  a  soft  sore  sometimes  com- 
mences, is  larger  than  that  of  herpes ;  its  contents  are,  or 
very  soon  become,  purulent,  and  the  area  surrounding  it 
presents  less  decided  signs  of  irritation.  The  existence 
of  several  vesicles  or  groups  of  vesicles  would  indicate 
the  herpetic  nature  of  the  case.  The  two  affections  may, 
however,  coexist ;  the  virus  may  become  implanted  upon 
one  or  more  vesicles  of  herpes.  Under  such  circumstances 
a  mistake  may  easily  be  made  if  a  decided  opinion  be 
pronounced.  If  the  appearance  be  due  to  herpes  alone, 
it  will  subside  in  the  course  of  a  few  days. 

Erosions  produced  during  coition  vary  much  in  appear- 
ance. If  overlooked  and  unattended  to,  it  may  be  im- 
possible to  decide  as  to  their  real  nature.  If,  however, 
the  patient's  statements  with  regard  to  the  time  of  their 
occurrence  can  be  relied  on,  and  ordinary  cleanliness  has 
been  observed,  the  diagnosis  can  generally  be  made.  The 
opinion,  however,  must  at  first  be  a  guarded  one,  inasmuch 
as  an  abrasion  may  form  the  starting  point  of  either 
form  of  sore.  Under  ordinary  circumstances,  and  with 
proper  care,  abrasions  heal  up  in  the  course  of  a  few  days. 
The  possibility  of  subsequent  induration  must  not  be  for- 
gotten. 

Epithelioma  of  the  penis  gives  rise  to  ulcers  resembling 
both  forms  of  sore.  The  diagnosis,  however,  can  seldom 
present  much  difficulty.  Epithelioma  commences  in  the 
prepuce  or  glans  penis  as  a  subcutaneous  induration,  or 
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warty  growth,  which  soon  ulcerates.  The  surface  of  the 
ulcer  is  not  smooth,  but  more  or  less  irregular,  papillated, 
or  villous.  Fresh  growths  make  their  appearance  and  pur- 
sue the  same  course,  and  the  ulceration  extends  with  more 
or  less  rapidity.  The  microscope,  if  necessary,  may  be 
used  to  aid  the  diagnosis  ;  the  curdy  material,  which  can 
be  pressed  out  from  epithelial  growths,  presenting  a  char- 
acteristic appearance.  Should  there  be  any  doubt  as  to 
the  nature  of  the  case,  mercury  should  be  tentatively 
administered. 

The  differential  diagnosis  of  the  soft  and  hard  sore  will 
follow  the  description  of  the  latter  form. 

The  Minute  Anatomy  of  the  soft  sore  has  been  very 
carefully  studied  by  Cornil,  Kaposi,  and  others.  The  ulce- 
rated portion  has  an  uneven  surface,  the  excavation  being 
more  or  less  deep,  and  is  covered  with  a  considerable 
quantity  of  pus,  which  also  infiltrates  the  base  of  the  ulcer. 
Prom  the  surface  a  uniform  and  extraordinarily  thick 
cellular  infiltration  passes  deeply  into  the  corium.  Here 
it  terminates,  being  pretty  sharply  defined.  The  infiltra- 
tion also  penetrates  for  some  distance  laterally.  The 
margin  of  the  ulcer  is  formed  in  part  by  a  group  of  swollen 
papillae,  and  between  them  the  Malpighian  layer  is  in- 
creased in  thickness.  The  surface  of  the  ulcer  is  formed 
by  the  exposed  corium  infiltrated  with  cells,  the  papillae 
being  wanting.  The  cells  are  for  the  most  part  large  and 
nucleated,  and  resemble  lymph-corpuscles.  The  tunica 
adventitia  of  the  vessels  is  much  thickened,  and  the  vessels 
themselves  are  enlarged. 

Complications. — A  soft  chancre  by  no  means  always 
follows  the  simple  course  above  described ;  the  sore  itself 
may  become  altered  in  various  ways.  It  may  be  the  seat 
of  gangrene  or  phagedsena,  and  diphtheritic  forms  of  soft 
chancre  also  occur.  It  may,  in  addition,  give  rise  to 
phymosis  and  paraphymosis,  and  to  inflammation  and  sup- 
puration of  the  glands  in  the  groin. 

Gangrene  of  a  chancre  is  of  rare  occurrence,  but  it  is 
sometimes  seeu  in  persons  debilitated  by  previous  illnesses 
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and  excesses  of  various  kinds,  and  especially  by  excessive 
use  of  alcohol.  Phymosis  and  paraphymosis,  want  of 
cleanliness,  improper  and  irritating  applications,  may  set 
up  gangrene  in  predisposed  persons.  The  jfirst  sign  of 
gangrene  is  tlie  appearance  of  inflammation  around  the 
sore.  This  becomes  surrounded  by  a  red  and  swollen 
areola,  the  colour  of  which  grows  darker  and  darker ;  the 
surface  of  the  sore  assumes  a  brown  colour  and  secretes 
thinnish,  dark-coloured  pus,  and,  finally,'  the  sore  and  its 
surroundings  become  of  a  dark  colour  and  evidently 
reduced  to  the  condition  of  a  slough.  This  gradually 
separates,  leaving  a  more  or  less  extensive  ulcer  behind  it. 
In  neglected  cases  of  phymosis,  both  layers  of  the  prepuce 
may  become  involved,  and  an  opening  forms,  through 
which  the  glans  penis  partially  or  entirely  protrudes.  The 
dorsal  artery  of  the  penis  may  be  opened  by  the  spread  of 
the  gangrene,  and  troublesome  haemorrhage  ensue.  The 
gangrene  may  spread  until  large  portions  of  the  genital 
organs  are  destroyed.  In  such  cases,  severe  constitutional 
symptoms  accompany  the  spread  of  the  local  disorder. 

The  Phagedaenio  variety  of  chancre  was  formerly 
much  more  common  than  it  is  at  present.  The  severity 
of  the  epidemic  at  the  end  of  the  fifteenth  century  was  in 
great  measure  due  to  the  prevalence  of  this  form  of  the 
disease.  The  destructive  action  may  spread  equally  in  all 
directions,  or  it  may  take  a  more  definite  course,  involving 
the  tissues  in  one  direction  only,  while  granulations  spring 
up  in  the  part  originally  affected.  This  latter  is  the 
serpiginous  form  of  phagedeena.  A  third  variety  is  the 
sloughing  phagedana.  These  last-named  forms  of  chancre 
occur  in  persons  of  depraved  constitution,  and  in  those 
debilitated  by  want  and  by  excesses  of  all  kinds,  especially 
by  drunkenness.  Active  mercurial  treatment,  in  the  case 
of  scrofulous  or  anaemic  patients  suffering  from  chancre, 
was  probably  a  frequent  cause  of  phagedsena  in  bygone 
days. 

When  a  chancre  becomes  phagedsenic,  the  ulcer  extends 
superficially  and  deeply,  and  becomes  more  irregular  in 
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shape.  The  base  and  edges  are  livid  and  oedematous, 
and  the  floor  is  covered  with  greyish  or  dark  pus,  mixed 
with  blood.  The  patient  complains  of  excessive  pain,  of  a 
smarting  or  burning  character,  in  the  ulcer. 

In  the  serpiginous  form  the  destructive  action  con- 
tinues, and  follows  a  more  or  less  definite  course.  The 
ulcer  extends  superficially  rather  than  deeply.  The  pro- 
gress is  ordinarily  slow,  and  the  ulceration  may  continue 
to  spread  for  several  months.  The  destruction  proceeds 
from  a  portion  of  the  circumference  of  the  original  sore, 
and  spreads  in  a  curved  manner,  the  spreading  being 
accompanied  by  a  more  slowly  advancing  cicatrisation 
commencing  from  the  original  ulcer.  The  spread  of  the 
ulcer  is  also  promoted  by  auto-inoculation  from  the  secre- 
tion it  yields.  In  this  way  a  large  surface  may  become 
involved.  Thus  the  ulcer  may  spread  over  the  penis, 
the  scrotum,  portions  of  the  inguinal  region,  thighs,  or 
abdomen. 

The  sloughing  phagedana  is  more  severe  and  rapid,  and 
spreads  more  deeply.  The  symptoms  resemble  those  of 
hospital  gangrene.  As  the  ulcer  spreads  the  surface 
sloughs  more  or  less  deeply.  The  ulceration  extends 
chiefly  to  dependent  parts,  as  the  scrotum  and  labia. 
The  pain  is  very  severe,  and  the  constitutional  distur- 
bance very  considerable.  This  form  is  rarely  seen  at 
present. 

The  diphtheritic  chancre  is  related  to  the  gangrenous 
form.  The  sore  becomes  covered  by  a  sharply  defined, 
flat,  yellowish-white  adherent  false  membrane,  which  is 
not  sensitive  to  the  touch,  and  yields  a  little  thin  secre- 
tion, or  is  almost  dry.  This  change  in  the  sore  may 
take  place  at  the  commencement  of  the  healing  process. 
There  is  no  area  of  inflammation  round  the  membrane. 
No  change  occurs  for  some  time  in  the  appearance  of  the 
sore,  but  after  a  while  granulations  spring  up,  pus  is 
secreted,  and  the  false  membrane  becomes  detached. 
Cicatrisation  rapidly  follows. 

Phymosis  may  occur,  in  the  course  of  a  soft  chancre, 
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as  a  result  of  inflammatory  infiltration  of  the  prepuce  or 
of  swelling  of  tlie  glans  penis.  The  prepuce  is  apt  to 
become  swollen  when  there  are  one  or  more  sores  on  its 
border,  and  both  it  and  the  glans  'are  liable  to  become 
infiltrated  when  the  chancre  is  situated  on  the  inner  sur- 
face of  the  prepuce,  or  in  the  furrow  at  the  base  of  the 
glans.  Under  these  circumstances,  if  the  prepuce  cannot 
be  retracted,  the  secretion  accumulates,  the  ulceration 
tends  to  spread,  and  new  sores  form.  Unless  the  condi- 
tion be  relieved,  the  ulceration  may  lead  to  perforation  of 
the  prepuce,  to  such  an  extent  as  to  allow  the  glans  to 
protrude  through  the  opening  ;  or  the  urethra  may  be 
opened  by  the  spreading  of  the  ulceration.  In  addition  to 
this,  as  the  sore  heals,  adhesions  may  form  between  the 
glans  and  the  prepuce. 

Paraphymosis  occurs  less  frequently  than  phymosis. 
It  is  an  occasional  complication  of  soft  sores  at  the  base  of 
the  glans  penis.  The  prepuce  having  been  retracted,  the 
swelling  due  to  the  inflammation  prevents  it  from  coming 
forward  over  the  glans  and  constriction  takes  place. 
This  increases  the  congestion  and  swelling  of  the  glans, 
and  the  subcutaneous  tissue  at  its  base  rapidly  becomes 
cedematous.  Unless  relieved,  the  constricting  portions 
are  apt  to  become  ulcerated,  and  even  gangrene  of  the 
glans  penis  may  occur. 

Inflammation  of  the  Inguinal  Glands. — The  most 
frequent  consequences  of  a  soft  chancre  are  inflammation 
and  suppuration  of  the  neighbouring  lymphatic  glands, 
preceded  in  some  cases  by  similar  conditions  of  the  lym- 
phatic vessels.  When  these  latter  are  affected,  one  or 
more  swollen  hard  cords,  or  red  lines,  are  found  in  the 
integument  of  the  penis,  running  from  the  neighbourhood 
of  the  sore  and  along  the  median  line  of  the  organ 
towards  one  or  both  groins.  These  cords  are  swollen  and 
thickened  lymphatic  vessels.  The  swelling  may  be  either 
uniform  or  nodulated ;  it  is  generally  accompanied  by 
more  or  less  inflammation.  After  remaining  for  a  few 
days,  the  redness  and  swelling  may  gradually  disappear. 
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but  if  tlio  irritation  be  severe,  abscesses  may  form  in  the 
course  of  the  inflamed  vessel.  Such  abscesses  are  seen  on 
tbe  dorsum  of  the  penis,  where,  on  bursting,  they  give  rise 
to  small  ulcers.  The  inflammation  generally  extends  to 
the  neighbouring  glands,  but  these  latter  are  often 
severely  affected  without  any  apparent  inflammation  of  tlie 
lymphatic  vessels.  The  processes  which  take  place  in  the 
glands  vary  according  to  circumstances.  Inflammation 
and  suppuration,  with  their  attendant  symptoms,  constitute 
the  ordinary  course,  but  the  process  is  not  always  of  an 
acute  character.  The  enlargement  is  sometimes  slow  and 
gradual  and  unattended  with  much,  pain,  and  the  swelling 
is  then  termed  indolent  or  chronic.  These  differences 
depend  upon  the  nature  of  the  morbid  material  conveyed 
by  the  lymphatics,  and  also  upon  the  condition  of  the 
patient.  If  the  sore  be  in  a  stationary  condition,  the 
glandular  enlargement  may  be  rapid  and  painful  and  go 
on  to  suppuration,  though  with  proper  treatment  this 
latter  can  generally  be  avoided ;  but  if  the  sore  be  in  a 
state  of  active  ulceration,  the  symptoms  of  the  glandular 
enlargement  will  be  correspondingly  severe,  and  suppura- 
tion will  almost  necessarily  take  place. 

The  genital  organs  being  the  common  seat  of  chancres, 
the  inguinal  glands  are  those  most  frequently  affected. 
In  chancres  of  the  lips  or  tongue,  the  sub-lingual  and 
sub-maxillary  glands  are  apt  to  become  enlarged,  while 
in  chancres  on  the  hand  the  swelling  affects  the  axillary 
glands  and  the  gland  near  the  elbow.  An  inflammatory 
enlargement  of  a  lymphatic  gland  is  called  a  bubo.  An 
inguinal  bubo  is  not  always  on  the  same  side  as  the 
chancre  to  which  it  is  due,  and  chandi'es  situated  near  the 
median  line  of  the  penis  may  give  rise  to  buboes  in  both 
groins.  A  form  of  bubo  has  been  described  in  which 
evidences  of  a  primary  lesion  are  wanting.  This  is  called 
buhon  d'emhlee.  It  is  supposed  that  a  chancre  or  syphilis 
may  give  rise  to  bubo,  without  any  antecedent  ulceration 
as  a  starting-point.  It  would,  however,  appear  to  be 
more  probable  that  in  these  cases  the  primary  ulcer  has 
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been  very  slight^  and  lias,  therefore,  been  overlooked  by 
the  patient. 

Buboes  are  mucli  more  common  in  male  tban  in  female 
patients.  This  difference  is  chiefly  due  to  the  occupations 
and  more  active  habits  of  life  of  the  male  patients.  It  is 
well  known  that  active  exercise  tends  to  produce  bubo  in 
those  suffering  from  chancre.  Some  patients  are  also 
much  more  liable  than  others  to  glandular  enlargements 
as  a  result  of  irritation. 

The  first  symptoms  of  acute  bubo  are  tenderness,  pain, 
and  swelling  of  the  affected  gland.  These  symptoms 
rapidly  increase,  and  are  often  accompanied  by  more  or 
less  fever.  If  only  one  gland  at  first  appear  to  be  impli- 
cated, the  inflammation  soon  spreads  to  others  in  its 
vicinity  ;  the  tumour  increases  in  size,  and  the  skin  cover- 
ing it  becomes  red  and  very  tender.  In  inguinal  bubo, 
all  attempts  to  move  the  thigh  cause  great  pain.  Not 
only  the  glands  are  affected,  but  the  loose  connective 
tissue  between  them  becomes  involved  in  the  inflamma- 
tion. Buboes  usually  occur  during  the  first  week  of  the 
existence  of  the  soft  chancre,  but  they  may  appear  at  any 
stage  of  its  course,  and  even  after  the  ulcer  has  healed. 

In  the  acute  variety,  fluctuation  is  generally  perceptible 
in  from  eight  to  twelve  days  after  the  first  appearance  of 
the  swelling.  Sometimes  when  the  swelling  has  been  at 
first  indolent,  and  has  continued  so  for  some  time,  it  sud- 
denly becomes  acute,  and  evidences  of  suppuration  make 
their  appearance.  Buboes  vary  much  in  size,  according 
to  the  number  of  glands  involved,  and  also  to  the  manner 
in  which  the  irritation  and  suppuration  spread  in  the 
inter- glandular  con?lective  tissue.  In  scrofulous  subjects, 
buboes  generally  attain  a  large  size,  and  it  often  hap- 
pens that  the  tumour  presents  several  points,  beneath 
which  suppuration  is  manifest.  When  this  process  is 
fully  developed,  the  pain  somewhat  abates,  the  integu- 
ment gradually  becomes  thinner  and  darker,  the  abscess 
''points,'^  and  finally  the  skin  gives  way  and  the  pus  is 
discharged  externally.      Openings  may  take    place  at 
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several  spots,  and  sinuses  form  between  tliem.  Tlie  pro- 
cess, in  favorable  cases,  usually  occupies  from  two  to  four' 
weeks  from  tlie  commencement  of  the  swelling-. 

The  ulcer  caused  by  the  bursting  or  opening  of  the 
bubo  resembles  the  chancre  from  which  it  originated.  It 
secretes  pus,  which,  like  that  of  the  chancre,  is  inoculable 
upon  the  patient  or  other  persons.  The  size  of  the  ulcer 
depends,  of  course,  upon  the  extent  of  the  suppuration  ; 
its  edges  are  jagged  and  generally  undermined;  its  base 
is  concave  and  irregular,  and  often  covered  with  shreds  of 
glandular  and  connective  tissue.  Sometimes  portions  of 
one  or  more  glands  protrude  from  the  floor  of  the  ulcer, 
the  connective  tissue  in  which  they  are  normally  enveloped 
having  been  completely  destroyed  by  the  suppuration, 
while  the  glands  themselves  have  not  suffered  to  the  same 
extent. 

An  open  bubo  is  liable  to  the  same  complications  as 
sometimes  occur  in  connection  with  chancres.  Thus  it 
may  become  the  seat  of  phagedaena,  gangrene,  or  the 
diphtheritic  process,  or  the  ulceration  may  assume  a 
serpiginous  type.  This  last  complication  is  sometimes 
of  a  very  severe  character.  The  ulceration  may  spread 
and  involve  the  entire  inguinal  region,  the  lower  part  of 
the  abdomen,  the  upper  part  of  the  thigh,  the  perineum, 
&c.  Cases  are  on  record  in  which  this  form  of  ulceration 
has  lasted  for  years. 

In  the  majority  of  cases,  however,  the  bubo  after 
reraaining  open  and  discharging  pus  aud  debris  for  a 
period  varying  with  its  size,  gradually  closes.  Granula- 
tions spring  up  from  the  floor  of  the  ulcer,  the  margins 
assume  a  healthy  condition,  and  cicatrisation  commences. 
The  process  is  delayed  when  the  edges  are  much  under- 
mined, or  are  hard  an(3,  everted  ;  and  when  sinuses  have 
formed,  with  several  openings  in  the  groin.  The  healing 
of  the  bubo  is  also  much  influenced  by  the  general  con- 
dition of  the  patient,  and  by  the  manner  in  which  the 
treatment  is  carried  out.  If  the  parts  are  not  kept  at 
rest,  the  closure  may  be  indefinitely  delayed. 
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Prognosis. — With  regard  to  the  prognosis,  it  may  be 
Baid  that,  as  a  general  rule,  the  earlier  the  glands  begin 
to  swell  after  the  appearance  of  the  chancre,  the  greater 
the  tendency  to  suppuration.  On  the  other  hand,  when 
the  sore  is  in  process  of  healing,  any  glandular  inflam- 
mation will  probably  subside  without  the  formation  of 
pus.  As  a  matter  of  course,  exercise  tends  to  increase 
the  probability  of  suppuration.  In  scrofulous  and  cachectic 
patients  suppuration  is  especially  likely  to  occur.  The 
more  diffused  the  inflammation,  indicating  that  the  con- 
nective tissue  is  considerably  involved,  the  greater  the 
liability  to  suppuration.' 

Diagnosis. — The  diagnosis  of  buboes  is  generally  made 
without  difiiculty,  but  there  are  other  swellings  in  the 
groin  with  which  they  may  be  confounded.  These  may 
be  due  to  a  hernia ;  an  undescended  testicle  in  a  state  of 
inflammation ;  or  a  varix  of  the  internal  saphena  vein. 
A  hernia  is  a  soft  swelling,  resonant  on  percussion,  not 
painful  unless  inflamed  or  strangulated  ;  it  gives  an  impulse 
on  coughing  and  can  be  reduced  by  pressure.  It  increases 
in  size  when  the  patient  stands  up,  and  diminishes  or  dis- 
appears when  he  lies  down.  If  the  hernia  be  strangu- 
lated, the  symptoms  of  this  condition  will  establish  the 
diagnosis.  An  undescended  testicle  in  a  state  of  inflam- 
mation will  be  recognised  by  the  absence  of  the  organ 
from  the  scrotum  on  that  side,  and  by  the  peculiar  sensa- 
tion which  the  patient  experiences  when  the  tumour  is 
manipulated.  The  latter  is  ovoid  in  form,  and  its  long 
axis  corresponds  with  that  of  the  inguinal  canal.  Varix 
of  the  saphena  vein  is  apt  to  occur  near  the  point  at 
which  it  empties  itself  into  the  femoral  vein.  The  swel- 
ling in  varix  is  said  to  rise  and  fall  isochronously  with 
inspiration  and  expiration  ;  but  this  test  may  fail,  owing  to 
thickening  of  the  walls  of  the  vein.  If,  however,  the 
finger  be  applied  to  the  vein  below  the  varix,  the 
swelling  will  subside,  but  if  pressure  be  applied  above  the 
varix,  the  tumour  will  become  more  tense  and  prominent. 
In  addition  to  this,  a  swelling  due  to  varix  will  more  or 
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less  subside  when  the  patient  is  placed  in  the  recumbent 
position. 

Treatment  op  the  Soft  Chancre  and  its  Complications. 
— If  the  patient  presents  himself  ivhile  the  sore  is  in  its 
first  stage,  it  is  advisable  to  destroy  the  surface,  margin, 
and  base  of  the  ulcer  by  means  of  a  suflBciently  energetic 
caustic.  Nitrate  of  silver,  so  commonly  used,  is  quite 
ineffectual.  Its  action  is  too  superficial,  and  it  does  little 
more  than  set  up  or  increase  inflammation.  The  most 
convenient  and  effectual  caustic  hitherto  devised  for  the 
purpose  of  destroying  a  circumscribed  lesion,  is  known  as 
Bdcord's  paste.  This  is  prepared  by  saturating  vegetable 
charcoal  with  strong  sulphuric  acid.  The  action  of  the 
latter  can  thus  be  localised  to  the  desired  extent.  A  small 
portion  is  taken  up  on  a  glass  rod  and  applied  to  the  sore. 
The  application  causes  considerable  pain,  but  only  for  a 
few  seconds ;  the  caustic  is  easily  manageable,  and  is 
thoroughly  efficient.  The  charcoal  soon  becomes  dry,  and 
remains  adherent  to  the  slough.  The  sore  secretes  but 
little,  and  soon  heals  after  the  slough  has  separated. 
Caustics  in  the  liquid  form  are  more  or  less  disadvantage- 
ous, mainly  because  it  is  diflScult  to  localise  their  action. 
Strong  nitric  acid  or  the  acid  solution  of  nitrate  of  mer- 
cury may,  however,  be  employed.  A  glass  rod  or  a  small 
splinter  of  wood  is  dipped  into  either  of  these,  and  applied 
carefully  to  the  sore.  Any  excess  of  acid  may  be  neutra- 
lised by  allowing  a  little  diluted  Liquor  Potassae  to  trickle 
over  the  cauterised  spot.  Water-dressing  is  then  to  be 
applied  and  continued  until  the  separation  of  the  slough. 
When  this  has  taken  place  the  best  plan  of  treatment 
consists  in  the  application  of  iodoform,  previously  reduced 
to  an  extremely  fine  powder.  The  method  which  I  gene- 
rally adopt  is  as  follows  : — A  carbolic  acid  lotion  (1  to  40) 
is  used  three  times  a  day  in  order  to  keep  the  sore  and 
its  surroundings  scrupulously  clean.  After  using  the 
lotion  the  sore  is  thoroughly  dried  with  a  piece  of  lint, 
and  the  iodoform  is  then  applied  with  a  soft  camel-hair 
brush.     When  on  a  visit  to  St  Petersburg  in  1874,  I 
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noticed  tliat  iodoform  was  being  very  extensively  used  as 
an  application  to  all  forms  of  ulceration,  and  joarticularly 
to  cancerous  sores.  On  my  return  to  England  I  intro- 
duced it,  as  an  application  to  soft  sores,  at  tlie  Lock  Hos- 
pital, where  its  employment  lias  been  attended  with  much 
success.  It  soothes  pain  and  irritation,  checks  secretion, 
and  acts  also  as  a  disinfectant.  It  should  be  applied  at 
once,  that  is,  without  any  preliminary  cauterisation,  if  the 
sore  when  first  seen  has  existed  for  more  than  a  few 
days. 

In  ordinary  cases  the  treatment  as  given  above  is  all 
.that  is  required.  The  patient  should  be  enjoined  to  keep 
at  rest  as  much  as  possible,  to  regulate  his  diet,  and  to 
avoid  all  sources  of  excitement.  Inflammation  of  the 
glands  in  the  groin  is  the  complication  mainly  to  be 
feared,  but  this  can  generally  be  avoided  if  the  above 
directions  are  attended  to. 

Certain  modifications  in  the  treatment  are  rendered 
necessary  by  the  situation  of  the  sore  and  other  circum- 
stances. If,  owing  to  phymosis,  the  ulcer  cannot  be 
properly  exposed,  no  attempt  should  be  made  to  destroy  it 
by  means  of  cauterants.  Grreat  care  is  necessary  in 
applying  these  agents  to  sores  in  close  proximity  with  the 
urethra  in  either  sex  ;  for  the  application  might  eventually 
cause  a  fistulous  opening,  or,  in  the  case  of  ulcers  situated 
near  the  orifice,  the  resulting  cicatrix  might  give  rise  to 
more  or  less  occlusion.  In  the  treatment  of  chancres  in 
females  the  greatest  cleanliness  must  be  enjoined.  The 
carbolised  lotion  should  be  freely  applied  by  means  of  a 
syringe  to  the  vaginal  mucous  membrane.  If  cauterants 
are  used,  great  care  is  necessary  when  the  sores  are 
situated  on  the  walls  of  the  vagina.  Measures  should  be 
adopted  to  keep  the  parts  as  free  from  secretion  as  pos- 
sible, in  order  to  avoid  multiplication  of  the  sores.  The 
most  common  seat  of  soft  sores  in  females  is  the  mucous 
membrane  lining  the  lower  part  of  the  inner  surface  of 
the  labia  majora.  These  parts  are  freely  supplied  with 
sebaceous  and  mucous  glands,  which  secrete  profusely 
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under  the  irritation  caused  by  tlie  development  of  a  chancre. 
Their  secretion,  mixed  with  the  discharges  from  the  sore, 
is  apt  to  find  its  way  to  adjacent  parts,  viz.  to  the  genito- 
crural  cleft  and  perineum,  and  to  give  rise  to  new  ulcers. 
These  are  liable  to  spread,  especially  in  the  perineum  and 
around  the  anal  orifice,  parts  not  easily  kept  clean,  and  in 
which  ulceration  is  painful,  tedious,  and  difficult  of  cure. 
The  menstrual  discharge  and  the  secretions  of  any  existing 
uterine  or  vaginal  catarrh  also  act  as  vehicles  for  the 
spread  of  the  virus. 

Treatment  op  Phagedenic  Sores. — Prolonged  immer- 
sion in  hot  water  (at  a  temperature  of  97°)  is  the  remedy 
upon  which  most  reliance  can  be  placed.  In  severe  cases 
it  may  be  necessary  to  prolong  the  immersion  for  a  con- 
siderable period.  A  few  years  ago  I  had  under  my  care  a 
patient  in  whom  the  good  effects  of  this  treatment  were 
manifested  in  a  remarkable  manner.  The  case  was  one 
of  bad  chancres  of  the  penis  rapidly  running  into  phage- 
deena.  I  applied  nitric  acid  freely  on  two  occasion,  the 
patient  being  under  chloroform,  but  the  phagedEena  con- 
tinued and  caused  very  severe  pain.  The  patient  was 
placed  in  the  hot  bath,  when  the  pain  very  soon  ceased ; 
opium  was  also  administered  internally  in  repeated  doses. 
He  was  kept  in  the  bath  night  and  day ,  for  fourteen  days, 
the  water  being  frequently  removed  and  the  temperature 
maintained.  Under  this  treatment  the  phagedaana  soon 
ceased  to  spread,  healthy  action  was  set  up,  and  the  sore 
healed.  So  great  was  the  relief  afforded  by  the  warm 
water  that,  during  this  lengthened  period,  the  patient 
refused  to  leave  his  bath  except  for  necessary  purposes; 
for  the  pain  returned  after  he  had  been  out  of  the  water 
for  a  few  seconds.  There  were  other  circumstances 
worthy  of  notice  connected  with  this  case.  Two  months 
after  the  phagedsena  an  eruption  of  rupia  appeared  all 
over  the  body,  not  having  been  preceded  by  roseola  or 
any  other  secondary  manifestation.  This,  again,  was  fol- 
lowed, after  an  interval  of  three  years,  by  symptoms  of 
spinal  disorder.    I  have  already  referred  (see  p.  26)  to 
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pther  cases  in  whicli  early  rupial  ulceration  was  followed 
by  symptoms  of  intra-cranial  and  spinal  lesions. 

In  less  severe  cases  the  application  of  a  solution  of  tar- 
tarated  iron  (gr.  10 — 60  to  ^j)  will  be  serviceable.  An- 
other local  remedy  of  great  value  is  a  solution  of  the  per- 
manganate of  potash  (grs.  10 — 80  to  5j),the  strength  pro- 
portioned to  the  severity  of  the  case,  and  the  lotion  being 
applied  every  three  hours.  General  treatment  must  of 
course  be  adopted.  If  the  patient's  surroundings  be  of 
an  unfavorable  character  from  a  hygienic  point  of  view, 
removal  is  absolutely  necessary.  Fresh  pure  air  and  free 
ventilation  should,  if  possible,  be  secured  in  dealing  with 
any  case  of  phagedsena.  Nourishing  food,  stimulants, 
tonics  of  various  kinds,  particularly  quinine  and  the 
mineral  acids,  and  opium  in  doses  according  to  circum- 
stances are  all  likely  to  be  required  in  the  treatment  of 
these  cases.  Cod-liver  oil  may  also  be  given,  especially 
if  there  be  any  indication  of  scrofula.  It  is,  perhaps, 
almost  needless  to  add  that  mercurials  in  any  form  will 
only  aggravate  the  mischief. 

When  phymosis  and  phagedaena  coexist,  slitting-up 
the  prepuce  should,  if  possible,  be  avoided ;  that  is,  the 
operation  should  not  be  performed  until  every  other  plan 
has  been  tried  and  found  to  be  inefl&cacious.  If  the  knife 
be  used,  extension  of  the  phagedsena  to  the  new  wound, 
and  a  larger  surface  to  be  dealt  with,  will  be  the  almost 
certain  results. 

Treatment  of  Phymosis  and  op  Pakaphymosis. — In  cases 
of  phymosis,  due  to  inflammation  of  the  prepuce  in  cases 
of  soft  sores,  it  is  best  to  attempt  to  relieve  the  condition 
by  keeping  the  patient  at  rest ;  by  administering  a  purga- 
tive ;  and  by  injecting  every  few  hours  a  weak  carbolic  acid 
lotion  (3]  to  5^]')  between  the  prepuce  and  the  glans.  If 
the  swelling  continues  and  the  prepuce  cannot  be  retracted, 
this  latter  must  be  divided,  so  that  the  sores  may  be 
exposed  to  view.  There  is  of  course  some  risk  that  the 
wound  may  assume  the  characters  of  the  ulcer ;  but,  on 
the  other  hand,  if  the  phymosis  be  suffered  to  continue. 
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the  ulceration  will  certainly  spread,  and  it  may  go  on  to 
sucli  an  extent  as  to  perforate  the  prepuce. 

When  paraphymosis  coexists  with  soft  sores,  and  there 
is  danger  that  the  constriction  will  lead  to  gangrene  of 
the  glans,  the  best  method  of  effecting  reduction  is  to 
take  the  glans  penis  between  the  fingers  and  thumb, 
covered  with  a  wet  towel.  After  the  part  has  thus  been 
thoroughly  compressed,  and  the  blood  squeezed  out  of  it, 
the  prepuce  can  generally  be  drawn  forward  without 
difiiculty.  If  reduction  cannot  be  accomplished  owing 
to  the  presence  of  constricting  bands,  these  latter  must 
be  divided  with  the  point  of  a  bistoury,  care  being  taken 
not  to  injure  the  dorsal  vessels  of  the  penis. 

Treatment  op  Buboes. — The  two  main  objects  to  be 
attained  in  the  treatment  of  buboes  are  to  promote  reso- 
lution, and  to  prevent  suppuration.  The  treatment  be- 
comes more  diflBcult  when  a  deep-seated  gland  is  involved, 
or  when  many  glands  are  inflamed  at  the  same  time.  On 
the  other  hand,  when  a  single  superficial  gland  becomes 
swollen  and  painful,  the  symptoms,  as  a  general  rule, 
readily  subside  under  appropriate  treatment.  As  stated 
in  a  former  page,  the  inguinal  glands  are  those  which  are 
generally  affected  ;  and  as  soon  as  pain  and  swelling  are 
complained  of  in  the  groin,  the  patient  must  be  kept  at 
rest  and  in  the  horizontal  position.  A  bag  of  ice  should 
be  immediately  applied,  and  a  saline  purgative  may  be 
given.  The  diet  should  of  course  be  reduced,  and  no 
stimulants  should  be  allowed.  The  more  superficial  the 
affected  glands,  the  more  likely  is  this  treatment  to  prove 
efficacious.  If  the  swelling  be  deep-seated,  suppuration 
may  have  commenced  before  the  symptoms  become  very 
prominent.  It  is  well,  however,  to  begin  with  the  treat- 
ment as  given  above.  If  it  fails,  and  suppuration  be 
clearly  unavoidable,  hot  linseed-meal  poultices  should  be 
constantly  applied.  In  cases  where  the  process  is  less 
acute,  and  there  are  no  marked  signs  of  inflammation  of 
the  skin,  a  mixture  of  equal  parts  of  tincture  of  iodine 
and  tincture  of  galls  may  be  tentatively  applied.     If,  in 
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Bucli  a  case,  it  be  absolutely  necessary  that  the  patient 
should  move  about,  a  pad  should  be  placed  over  the 
svi^elling  and  kept  in  position  by  a  bandage.  Plasters  are 
not  to  be  recommended. 

The  methods  above  described  have  for  their  object  the 
promotion  of  resolution ;  other  plans  must  o£  course 
be  adopted  if  suppuration  has  taken  place.  The  objects 
then  to  be  attained  are  tbe  completion  of  the  process,  tlie 
evacuation  of  the  pus,  and  the  healing  of  the  abscess. 
The  evils  to  be  guarded  against  are  purulent  infiltration 
of  the  connective  tissue,  great  loss  of  substance  and  tedious 
and  prolonged  suppuration.  Gangrene  and  phagedasna 
are  complications  which  seldom  occur,  but  it  is  necessary 
to  be  prepared  for  them,  and  to  avoid  all  procedures 
.  likely  to  cause  them. 

It  must  be  borne  in  mind  that  the  course  of  a  suppura- 
ting bubo,  after  an  opening  h.as  taken  place  or  has  been 
made,  may  differ  materially  from  that  of  an  ordinary 
abscess,  inasmuch  as  the  wound  often  closely  resembles 
the  sore  which,  has  given  rise  to  the  swelling.  The 
method  of  opening  is  tberefore  a  matter  of  some  conse- 
quence. If  th.e  suppurating  gland  or  glands  be  superficial, 
an  incision  by  means  of  a  curved  bistouiy  into  the  centre 
of  tlie  swelling  will,  as  a  general  rule,  be  all  that  is 
required,  and  this  should  be  done  as  soon  as  fluctuation 
can  be  perceived.  The  patient  should  always  be  in  the 
recumbent  position  wh.en  the  incision  is  made ;  the  bistoury 
should  be  inserted  perpendicularly  to  the  surface,  and 
withdrawn  in  the  same  direction  after  the  parts  have  been 
sufficiently  divided.  The  pus  having  been  allowed  to 
escape,  a  small  piece  of  lint  should  be  inserted  into  the 
wound  in  order  to  prevent  its  too  early  closure :  a  warm 
poultice  is  then  to  be  applied.  It  frequently  hapj^ens  that 
the  suppuration  is  progressive,  one  gland  after  another 
becoming  affected.  Frequent  incisions  will  then  bo 
required  ?  they  should  be  no  larger  than  is  necessary  for  the 
evacuation  of  the  pus.  In  other  cases  several  glands  are 
aSeotofJ  at  the  same  time,  and  the  suppuration  extends  to 
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tlie  inter-glandular  connective  tissue.  Small  openings 
should  be  made  into  every  prominent  part^  and  tlie  wounds 
must  be  kept  open  with,  lint,  over  whicli  warm  poultices 
are,  of  course,  to  be  applied.  If  portions  of  skin  are 
obviously  undermined,  the  incisions  should  be  so  made  as  to 
give  free  drainage.  In  favourable  cases,  after  a  few 
days,  pus  ceases  to  escape,  the  discharge  becomes  thinner, 
granulations  form,  and  the  wounds  gradually  close.  Con- 
traction of  the  cavities  may  sometimes  be  accelerated  by 
pressure,  and  injections  of  a  weak  astringent  lotion  (Zinci 
Sulph.  grs.  ij,  to 

It  often  happens  that  suppurating  buboes  pursue  a  very 
tedious  course.     In  cases  in  which  suppuration  is  retarded 
poultices  should  be  kept  constantly  applied,  and  an  inci- 
sion should  be  made  as  soon  as  any  fluctuation  is  percep- 
tible.   If  several  deep-seated  glands  are  involved,  the  pus 
is  long  in  reaching  the  surface,  it  burrows  in  the  connec- 
tive tissue,  and  sinuses  are  apt  to  form  in  different  direc- 
tions.    Such  cases  are  often  very  obstinate,  and  they 
require  careful  treatment.     The  sinuses  should  be  freely 
laid  open,  and  lint  should  be  inserted  between  the  edges 
of  the  wounds,  the  patient  of  course  being  kept  at  perfect 
rest.     The  wounds   should  be  syringed  every  morning 
with  carbolic  acid  lotion,  and  afterwards  dressed  with 
zinc  lotion,  if  they  require  to  be  stimulated.     If  the  track 
of  a  sinus  runs  close  to  the  large  vessels  in  the  groin, 
instead  of  making  an  incision,  a  drainage  tube  should  be 
inserted.     With  regard  to   other  methods   of  opening 
buboes,  such  as  the  use  of   caustics,  aspiration,  &c.,  I 
believe  them  to  be  inferior  to  incisions.     In  these  cases  of 
prolonged  suppuration  the  patients'  are  often  anaemic  and 
weakly,  and  therefore  good  food,  tonics  and  stimulants  are 
generally  indicated.     The  healing  process  may  require 
several  months  for  its  completion.  On  slitting  up  a  sinus,  its 
internal  surface  sometimes  presents  a  bluish-white,  glazed 
appearance,  with  a  watery  secretion,  and  without  any  ten- 
dency towards  granulations.     In  such  cases  the  surface 
should  be  lightly  touched  with  nitrate  of  silver  from  time 
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to  time,  until  granulations  are  induced.  In  other  cases 
the  edges  of  the  wounds  left  after  incision  form  livid 
overlianging  flaps,  with  little  vitality  and  no  tendency  to 
close.  These  should  be  cut  off  witli  scissors  or  a  sharp 
bistoury.  Sometimes  portions  of  glands  are  seen  project- 
ing from  tbe  bottom  of  a  wound  or  into  the  track  of  a 
sinus.  These  interfere  with  the  healing  process,  and 
Bbould  therefore  be  carefully  removed  with  the  knife  or 
scissors.  As  mentioned  above,  the  wounds  in  some  cases 
after  incision  closely  resemble  a  large  soft  sore.  They 
should  then  be  treated  by  carbolic  acid  lotions  or  weak 
solutions  of  sulphate  of  copper,  the  utmost  cleanliness 
being  enjoined  in  order  to  prevent  the  spreading  of  the 
ulceration.  The  complications  to  which  open  buboes  are 
liable,  viz.  phagedsena,  gangrene  and  dipbtheritis,  must  be 
treated  according  to  the  rules  laid  down  for  soft  sores 
under  similar  circumstances.  Any  haemorrhage  which 
may  occur,  must  be  dealt  with  according  to  th.e  ordinary 
rules  of  surgery. 
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CHAPTER  YII 

THE   INDURATED   CHANCRE — SYPHILIS 

This,  like  tlie  previous  form,  may  be  found  on  any  part 
of  tlie  body,  but  the  genital  organs  are  its  most  common 
seat.  In  the  male  it  most  frequently  occurs  on  tbe  pre- 
puce, on  its  outer  and  inner  surfaces  but  especially  at  or 
near  its  border  ;  in  tlie  sulcus  at  the  base  of  the  glans  ; 
within  the  orifice  of  the  urethra,  and  on  the  glans  itself. 
In  this  last-named  spot  there  is  generally  less  induration 
than  on  the  prepuce.  In  the  sulcus  at  the  base  of  the 
glans  the  induration  is  always  very  marked.  Next  to  the 
genital  organs,  the  lips  and  mouth  are  the  most  frequent 
seat  of  the  liard  chancre.  In  women  the  majority  of 
tbese  chancres  are  situated  on  the  labia  majora  and  minora 
and  on  the  clitoris.  The  lesion  is  comparatively  rare  on 
the  vaginal  mucous  membrane  ;  it  is  somewhat  more  fre- 
quent on  the  portio  vaginalis  uteri.  Hard  chancres  are 
also  occasionally  found  in  the  neighbourhood  of  the  anus, 
and  on  the  lower  part  of  the  abdomen,  and  with  regard  to 
other  portions  of  the  body,  they  are  sometimes  found  on 
the  nipple  and  various  parts  of  the  face  and  fingers. 

The  hard  chancre,  in  tbe  great  majority  of  cases,  is  a 
single  lesion  ;  in  this  respect  it  differs  very  remarkably 
from  the  soft  form.  If  several  liard  chancres  are  found 
upon  the  same  person,  tbe  probability  is  that  they  have 
become  simultaneously  developed  ;  for  a  sore  of  this  char- 
acter is  not  inoculable,  as  such,  upon  the  subject  of  it. 

The  manner  in  which  the  primary  lesion  of  syphilis 
makes  its  appearance  varies  in  different  cases.  It  may 
appear  (1)  in  the  form  of  a  papule,  which  subsequently 
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becomes  more  or  less  eroded  but  does  not  ulcerate.  (2) 
It  may  take  the  form  of  superficial  erosions.  (3)  The 
edges  and  base  of  an  ulcer^  originally  soft,  become  indu- 
rated. (4)  The  disease  appears  in  the  form  of  an  indu- 
rated spot,  the  surface  of  which  ulcerates.  In  -whicliever 
way  it  commences,  tbe  period  of  incubation  is  usually  a 
prolonged  one.  Its  dm^ation  varied  from  eighteen  to  thirty- 
five  daySjin  cases  inoculated  with  the  secretionsof  secondary 
lesions.  When  the  infection  takes  place  from  a  primary  sore, 
the  period  of  incubation  is  probably  shorter,  though  in  three 
well-authenticated  cases  it  was  found  to  be  eighteen, 
twenty-three,  and  twenty-eight  days  respectively.  Pour- 
nier  gives  seventy  days  as  the  longest  period  of  incubation 
known  to  him. 

1.  The  dry  paioule,  particularly  described  by  Lance- 
reaux,  is  the  rarest  form  which  syphilis  assumes  on  its 
first  appearance.  He  states  that  after  a  prolonged 
incubation,  a  papular  protuberance  makes  its  appearance 
at  the  point  of  contamination,  usually  having  the  form  of 
a  patch,  one  or  moi'e  centimeters  in  extent,  of  a  dark  or 
brownish-red  colour,  round  or  oval,  firm  and  elastic,  and 
sometimes  covered  with  whitish  scales.  This  disappears 
by  resolution ;  the  induration,  without  proceeding  to 
ulceration,  gradually  loses  its  resistance  and  elasticity, 
diminishes  in  extent,  and  leaves  behind  it  a  slight  violet- 
coloured  or  darkish  dej)ression, 

2.  Superficial  erosions. — This,  according  to  Bassereau,  is 
the  most  frequent  form  in  which  primary  syphilis  occurs. 
Bassereau  met  with  it  in  146  out  of  170  cases.  It  gene- 
rally occurs  behind  the  corona  glandis  and  on  the  internal 
surface  of  the  prepuce.  It  commences  in  the  form  of  a 
reddish  spot,  but  slightly  raif^ed,  dry  and  papular. 
Desquamation  takes  place  and  subsequently  some  amount 
of  ulceration,  but  there  is  little  or  no  pain  in  the  part. 
The  spot  is  circular  or  ovoid,  or  more  or  less  irregular  in 
form.  The  surface  of  the  ulceration  is  rose-coloured, 
smooth  and  flat,  or  very  slightly  excavated.  The  indura- 
tion is  slight  and  superficial.    The  discharge  is  serous  in 
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character  and  scanty^  but  is  apt  to  become  purulent  on  tlie 
application  of  irritants.  Cicatrisation  is  comparatively 
rapid,  and  leaves  scarcely  any  traces,  apart  from  tlie 
induration  wliicli  disappears  in  the  course  of  time. 

3.  Induration  of  the  edges  and  base  of  an  ulcer, 
originally  soft. — The  change  takes  place  most  frequently 
during  the  third  week.  The  ulcer  is  then  discharging 
pus,  and  its  edges  and  base  are  inflamed,  but  not 
indurated.  In  the  course  of  a  few  days  the  appearances 
change  ;  the  ulcer  looks  less  inflamed,  is  less  deep,  its 
secretion  diminishes  and  becomes  thinner  and  viscid. 
The  floor  becomes  raised,  loses  its  irregular  appearance 
and  looks  flat  ;  the  margins  become  smooth,  are  con- 
tinuous with  the  surface  and  are  no  longer  undermined. 
Beneath  the  ulcer  and  around  its  border,  a  more  or  less 
hard  substance  becomes  developed,  the  result  being  that 
the  sore  as  a  whole  is  raised,  and  its  depth  and  circum- 
ference are  lessened.  The  ulcer  is  no  longer  painful. 
After  a  sore,  especially  if  situated  on  the  prepuce,  has 
assumed  these  characters,  it  can  be  readily  taken  up 
between  the  fingers  and  isolated  from  the  adjacent  tissue. 
The  semi- cartilaginous  hardness  is  at  once  felt.  Unless 
irritation  be  set  up,  the  surface  of  the  ulcer  becomes 
more  and  more  smooth  and  glistening.  The  discharge 
gradually  diminishes,  until  the  sore  looks  almost  dry. 
Cicatrisation  takes  place  and  the  surface  is  quickly 
covered  with  a  thin  pellicle.  The  process  is  aided  by  the 
progressive  development  of  the  induration  which  tends  to 
diminish  the  secreting  surface.  The  induration  remains, 
and  may  even  increase,  after  the  cicatrisation  is. complete. 
The  hard  nodule  can  then  be  readily  felt.  Its  surface  is 
smooth  and  shining;  the  pellicle  covering  it  is  very  thin 
and  adherent,  and  is  sometimes,  but  by  no  means  always, 
marked  by  a  small  depression,  which  indicates  the  seat  of 
the  ulceration.  This  latter  may  have  been  so  slight  as  to 
leave  behind  it  a  cicatrix  so  minute  as  to  be  almost 
impei'ceptible. 

The  induration  varies  considerably  in  different  cases,  as 
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regards  its  extent  and  duration.  It  is  for  the  most  part 
roughly  hemisplierical  in  shape,  i.e.  flattened  on  the  sur- 
face, while  its  convexity  projects  into  the  subjacent 
tissues.  In  other  cases,  the  induration  takes  the  form  of 
a  thin  disk,  let  in,  as  it  were,  among  the  softer  structures. 
If  the  mass  be  of  large  size  it  may  be  either  raised  above 
the  surrounding  level,  or  less  prominent,  but  spread  over 
a  considerable  area.  As  a  general  rule,  it  is  bounded  by 
a  sharp  and  well-defined  border.  With  reference  to  its 
duration,  this  varies  exceedingly  in  cases  left  to  them- 
selves. It  often  lasts  for  several  months  ;  instances  have 
been,  observed  in  which  it  persisted  for  several  years,  and 
it  may  remain  for  an  almost  indefinite  period.  Its  dura- 
tion does  not  appear  to  depend  upon  its  amount.  In 
some  cases  after  the  sore  has  apparently  healed,  the  cica- 
trix gives  way  and  ulceration  is  again  set  up.  The 
ordinary  course,  especially  when  mercury  is  administered, 
is  for  absorption  to  take  place.  This  process  gradually 
continues,  the  induration  becomes  less  and  less  firm,  and 
the  nodule  diminishes  in  size  until  its  existence  can 
no  longer  be  detected. 

(4)  The  fourth  variety  is  that  in  which  the  disease 
appears  as  an  indurated  nodule,  the  surface  of  which 
sooner  or  later  ulcerates.  The  ulceration  here  is,  there- 
fore, secondary  to  the  development  of  the  induration,  and 
in  a  few  rare  cases  the  latter  has  been  noticed  to  be  un- 
accompanied by  any  breach  of  surface.  In  those  experi- 
ments in  which  the  poison  of  syphilis  was  inoculated  on 
healthy  subjects,  a  red  spot  followed  by  a  papule  or  small 
nodule  was  the  first  sign  that  presented  itself.  This 
papule  then  becomes  covered  with  scales,  forming  a  crust, 
under  which  an  ulcer  more  or  less  rapidly  develops  itself. 
The  scales  or  crust  fall  off,  and  a  sore  appears,  resembling 
that  which  is  seen  when  a  small  soft  chancre  becomes 
indurated.  The  edges  are  raised  and  rounded ;  the  sur- 
face is  smooth  and  covered  with  a  little  viscid  secretion. 
The  induration,  as  in  the  previous  form,  is  usually  hemi- 
spherical, but  its  shape  varies  considerably.     The  nodule. 
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as  before,  can  generally  be  pinched  up  between  the 
fingers,  and  more  or  less  isolated  from  the  surrounding 
parts.  The  subsequent  course  of  the  lesion  resembles  that 
of  the  third  variety ;  small  granulations  appear  and  cica- 
trisation ensues.  The  induration  persists  for  a  longer  or 
shorter  period ;  and  in  some  cases,  the  cicatrix,  instead  of 
being  bluish-red  or  white,  assumes  a  dark  brown  or 
bronze  colour,  which,  however,  disappears  in  the  course  of 
time.  The  conversion  of  the  various  forms  of  induration 
into  mucous  patches  has  been  occasionally  observed, 
and  especially  in  places  where  mucous  surfaces  are  in 
contact. 

The  hard  chancre,  in  any  of  its  forms,  is  sometimes 
attacked  by  gangrene,  sloughing,  and  phagedena.  These 
complications  have  been  already  referred  to  in  the 
description  o£  the  soft  sore,  in  connection  with  which  they 
are  more  frequently  seen.  It  sometimes  happens  that  the 
primary  lesion  of  syphilis  is  in  the  form  of  a  phagedgenic 
ulcer.  Phymosis  and  paraphymosis  are  occasional  com- 
plications of  the  hard  sore. 

The  various  forms  assumed  by  the  primary  manifesta- 
tions of  the  syphilitic  poison  may,  in  part  at  least,  be 
explained.  It  seems  probable  that  the  differences  in  some 
measure  depend  upon  the  nature  of  the  medium  in  which 
the  contagious  particles  are  suspended  or  contained.  If 
this  medium  be  pus  or  purulent  fluid,  it  will  exhibit  irri- 
tative properties,  and  more  or  less  inflammation  and 
swelling  will  appear  at  the  point  of  contamination. 
Ulcerative  destruction  will  rapidly  set  in,  and  an  ulcer 
becomes  developed,  in  the  borders  and  base  of  which 
induration  appears  as  time  goes  on.  A  syphilitic  sore  of 
the  third  variety  is  then  presented.  If,  however,  the 
syphilitic  poison  is  contained  in  a  medium  devoid  of  irri- 
tative properties,  there  will  be  no  signs  of  irritation  at  the 
affected  spot,  but  in  the  course  of  a  few  days  or  weeks  a 
papule  or  nodule  will  become  developed.  This  will 
present  the  appearances  described  as  characteristic  of  the 
fourth  variety.     In  the  case  of  the  superficial  erosions,  it 
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may  be  supposed  that  tlie  syphilitic  poison  becomes 
implanted  upon  an  excoriation,  either  previously  existing 
or  caused  during  the  act  of  copulation.  If  the  secretion 
in  which  the  virus  is  contained  be  of  a  non-irritative 
character,  little  or  no  ulceration  will  ensue,  the  excoriation 
disappears,  and  a  considerable  period  may  elapse  before 
any  nodule  or  other  sign  of  induration  is  manifested.  If 
the  breach  of  surface  be  somewhat  more  decided  in 
character,  the  sore  will  tend  to  assume  the  appearance  of 
a  soft  chancre,  induration,  as  before,  setting  in  at  a  later 
stage. 

It  does  not  appear  that  the  subsequent  course  of  the 
disease  depends  in  any  way  upon  the  form  assumed  by  the 
primary  lesion.  There  is,  however,  no  doubt  that 
individual  peculiarities,  and  especially  the  health  and 
habits  of  the  patient,  play  an  important  part  in  deter- 
mining the  severity  or  otherwise  of  the  secondary 
manifestations. 

The  minute  anatomy  of  the  hard  sore  has  been  studied 
by  Kaposi,*  Caspary,  Auspitz,  and  others.  The  following 
are  some  of  the  results  of  their  investigations.  The 
anatomical  conditions  vary  according  to  the  stage  of  the 
induration.  In  a  well-marked  specimen,  viz.  a  charac- 
teristic ulcer  with  a  typically  indurated  base,  the  surface 
on  section  will  be  found  to  be  pale  red  in  colour,  not  con- 
taining much  blood,  uniformly  compact,  smooth,  pro- 
minent, and  of  a  firm  elastic  consistence.  Perpendicular 
sections  under  the  microscope  show  cellular  infiltration  of 
the  papilla3  and  thi'oughout  the  corium,  uniform  in 
character  and  closely  distributed.  This  infiltration  has  a 
somewhat  abrupt  margin  at  the  sides  and  below,  and  is 
surrounded  by  fibrous  tissue  with  large  meshes  and  con- 
taining irregularly  distributed  cells,  each  with  a  large 
strongly  refractile  nucleus.  The  cells  of  the  induration, 
more  highly  magnified,  are  found  to  correspond  in  size 
with  those  of  granulations,  though  on  the  whole  somewhat 
smaller ;  they  contain  one  or  two  nuclei  and  finely  dotted 
*  Kaposi,  'Deutsche  Cliinirgie,'  Lief.  11,  1  Hiilfte,  p.  66. 
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protoplasmic  substance  ;  and  they  are  imbedded  in  a  net- 
work of  narrow  meshes.  On  the  surface  of  the  ulcer,  the 
network  and  the  cellular  deposit  are  irregularly  exposed. 
Numerous  isolated  nuclei,  small  shrivelled  cells,  and  other 
similar  structures  are  also  found.  The  papillae  surround- 
ing the  ulcer  are  preserved ;  but  they  are  enlarged  and 
present  club-shaped  endings  and  are  infiltrated  with  cells 
extending  from  the  corium.  The  rete  between  them  is 
very  thin,  and  forms  a  delicate  layer  over  them.  At 
several  points  on  the  surface  of  the  ulcer,  there  are 
isolated  patches  of  epidermis  and  rete  lying  on  the  surface 
of  the  infiltrated  corium.  At  other  points  there  are 
remains  of  the  rete,  and  signs  of  the  papilla,  the  limits  of 
each  being  more  or  less  obliterated.  The  part  infiltrated 
with  cells  is  but  scantily  supplied  with  vessels,  the  walls 
of  which  are  considerably  thickened  and  the  calibre  much 
reduced. 

The  following  are  the  conclusions  arrived  at  by  Kaposi 
(a  supporter  of  the  Unity  Theory)  with  regard  to  the 
differences  in  the  histology  of  the  soft  and  hard  sores  : 

"  In  the  soft  chancre,  as  in  the  hard,  we  have  to  do 
with  an  inflammation  of  the  corium,  specific  as  regards  its 
cause  and  its  course.  The  inflammatory  cell  infiltration 
denotes  the  early  stage  common  to  both  chancres.  The 
subsequent  course  may  be  in  either  of  two  directions, 
histologically  and  clinically  diverse.  On  the  one  hand, 
proliferation  of  the  epithelium  may  be  associated  with 
liquefaction  and  disintegration  of  the  infiltration.  A  soft 
sore  is  the  result ;  or  the  cellular  infiltration  is  followed,  as 
in  other  inflammations,  partly  by  disintegration,  but  to  a 
greater  extent  by  new  formation  of  connective  tissue. 
Then  we  have  induration  with  or  without  superficial 
ulceration."  Kaposi  further  states  that  the  specific 
characters  of  the  sclerosis  cannot  be  inferred  from  its 
histological  structure  alone  ;  and  that  this  latter  furnishes 
no  explanation  of  the  marked  clinical  difference  between  the 
soft  sore  and  the  typical  sclerosis. 

Diagnosis  op  the  hard  chancke. — The  symptoms  to  be 
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relied  upon  are  the  induration  of  the  base  and  margins  of 
the  sore,  and  tlie  induration  of  the  lymphatic  glands  in 
the  vicinity,  this  latter  being  the  most  certain  sign.  The 
situation  of  the  sore  and  the  history  of  its  development 
aid  the  diagnosis.     As  a  matter  of  course  a  hard  chancre, 
situated  on  the  genital  organs    or  on  the  lips,  is  more 
readily  diagnosed  than  one  situated  elsewhere.  With 
regard  to  the  induration  itself,  this,  in  the  large  majority 
of  cases,  is  sufficiently  characteristic.     It  is,  however, 
true  that  chancres  presenting  little  or  no  induration  are 
occasionally  followed  by  constitutional  symptoms,  but  such 
cases  are  very  rarely  met  with  (see  p.  39) .    It  is  generally 
asserted  that  hard  sores  are  comparatively  uncommon  on 
the  female  genital  organs,  and  that  the  soft  sores  on  these 
parts  are  often  followed    by  constitutional  symptoms. 
There  is,  however,  no  real  basis  of  facts  for  these  state- 
ments.    The  induration  is  often  so  slight  as  to  be  over- 
looked ;  it  is  sometimes  so  thin  as  to  resemble  a  layer  of 
parchment.     Such  induration  is,  of  course,  far  less  easy 
to  discover  on  the  vaginal  walls  than  on  the  prepuce, 
where  the  sore  can  be  taken  between  the  thumb  and 
finger.     Besides  this,  a  soft  sore  discovered  on  the  labia 
may  be  regarded  as  the  only  lesion  present,  in  cases  in 
which  a  coexisting  induration  or  papule  on  another  portion 
of  the  genital  organs  is  overlooked.     A  typical  induration, 
situated  in  a  part  accessible  to  the  touch  and  where  the 
skin  is  lax,  can  be  taken  up  between  the  fingers  and 
isolated.     When  the  hardness  is  due  to  inflammation  (set 
up  perhaps  by  the  application  of  caustics  or  other  irri- 
tants) it  is  of  a  more  diffused  character  and  tends  also  to 
subside.    A  soft  chancre  situated  on  the  internal  surface 
of  the  prepuce,  near  the  base  of  the  glans,  is  particularly 
liable  to  inflammatory  induration.     It  may  for  some  time 
be  impossible  to  decide  as  to  the  true  nature  of  the  sore 
in  suph  a  case  ;  but  if  glandular  induration  be  absent,  a 
favorable  prognosis  may  be  given.    The  hard  chancre  is 
generally  single  ;  its  secretion  is  scanty  and  non-purulent, 
unless  the  sore  be  irritated ;  it  is  either  uou-inoculable 
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upon  the  patient,  or  it  gives  rise  to  a  sore  resembling  a 
soft  chancre.  The  induration  is  unattended  bj  pain, 
unless  inflammation  be  set  up  by  the  action  of  irri- 
tantSj  &c. 

DiFFEEENTIAL  DIAGNOSIS  OF  THE  HARD  CHANCRE.  The  dif- 
ferences between  the  bard  and  the  soft  sore  have  already 
been  indicated.  There  are  a  few  other  lesions,  occurring 
on  the  genital  organs  and  lips,  which  more  or  less 
resemble  the  hard  chancre.  The  most  noteworthy  of 
these  are  malignant  disease,  boils,  and  certain  other 
pustular  eruptions.  A  slowly  developing  cancerous  growth 
on  the  prepuce  or  labia,  may,  for  a  time  at  least,  simulate 
the  initial  stage  of  syphilitic  induration.  Epithelioma  of 
the  vulva  sometimes  closely  resembles  a  hard  sore.  The 
microscope  in  such  a  case  may  aid  the  diagnosis,  but  the 
nature  of  the  lesion  will  become  quite  obvious  as  time 
goes  on.  Infiltration  due  to  carcinoma  tends  to  spread  in 
all  directions,  and  is  succeeded  by  disintegration  of  tissue 
and  ulceration.  The  surface  of  the  ulcer  is  not  smooth 
and  velvety,  but  more  or  less  irregular,  villous  and 
papillated.  The  diagnosis  of  syphilitic  ulceration  occur- 
ring elsewhere  than  on  the  genital  organs  or  lips  may 
present  much  difficulty.  In  the  case  of  an  ulcer  of  the 
cheek,  occurring  in  an  old  man,  the  lesion  was  regarded 
as  due  to  an  entirely  different  cause  until  an  eruption  of 
syphilitic  roseola  indicated  the  true  nature  of  the  case. 

Furuncular  eruptions  on  the  labia  and  lips  sometimes 
give  rise  to  nodular  formations,  which  subsequently 
ulcerate.  Their  number  and  the  pain  they  cause  will 
serve  to  distinguish  them  from  syphilitic  induration. 
Small  chronic  ulcers  on  the  labia,  due  to  boils,  more  or 
less  closely  simulate  syphilitic  induration,  but  they  are  not 
associated  with  any  peculiar  condition  of  the  glands. 

Treatment  of  the  indurated  chancre. — The  general 
treatment  of  syphilis  will  form  the  subject  of  a  separate 
chapter ;  but  directions  for  the  treatment  of  the  more 
prominent  lesions  will  follow  the  description  of  their  sym- 
ptoms.    In  consideriug  the  treatment   of  the  indurated 
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sore,  the  question  as  to  whether  any  of  the  so-called 
abortive  measures  are  useful  or  the  reverse,  is  one  of  con- 
siderable importance.  "Various  methods  have  been  sug- 
gested for  destroying  the  induration,  and  some  are  still 
practised.  Excision  by  means  of  a  scalpel  or  pair  of 
scissors  has  its  advocates,  while  others  employ  various 
caustics  of  a  more  or  less  potent  chai-acter.  My  own 
views  may  be  summed  up  by  stating  once  for  all,  that  I 
place  no  reliance  whatever  either  in  excising  an  indurated 
sore,  or  in  attempting  to  destroy  it  by  any  cauterant. 
My  firm  belief  is  that  the  induration  is  the  local  manifes- 
tation of  the  constitutional  infection,  which  would  continue 
to  develope  itself  even  if  it  were  possible  to  remove  every 
vestige  of  the  so-called  primary  lesion.  The  induration, 
in  my  opinion,  is  a  symptom  of  the  previous  and  complete 
contamination  of  the  system.  It  does  not  fall  within  the 
scope  of  this  work  to  discuss  minutely  the  points  on  which 
much  controversy  still  exists,  but  with  regard  to  the  so- 
called  abortive  treatment  o^  the  indurated  sore,  it  must  be 
allowed  that  several  striking  instances  of  its  apparent 
"efficacy  have  been  adduced  by  good  authorities.  The 
advocates  of  this  practice,  however,  admit  that,  if  an 
indurated  ulcer  situated,  for  example,  on  the  prepuce,  be 
freely  removed  with  knife  or  scissors,  the  general  result  is 
that  the  induration  reappears  in  the  margin  of  the  wound 
made  by  the  incision,  to  be  followed  in  due  course  by  the 
ordinary  constitutional  symptoms.  It  is,  however,  asserted 
that  in  a  smaller  number  of  cases,  the  excision  is  not 
followed  by  any  return  of  the  induration  or  by  any 
appearance  of  constitutional  symptoms.  The  induration 
is  therefore  regarded,  by  those  who  practise  excision,  not 
as  the  local  manifestation  of  the  constitutional  taint,  but 
as  a  local  lesion  in  which  the  syphilitic  poison  increases 
or  becomes  developed,  and  from  which  it  is  conveyed  to 
the  glands  and  other  parts  of  the  body.  Some  of  those 
who  adopt  this  theory  go  so  far  as  to  say  that  excision  of 
the  sore  is  not  contra-indicated  by  swelling  and  induration 
of  the  lymphatic  glands.    My  own  opinion  is  that  the 
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glandular  affection  is  the  most  important  sign  of  the 
nature  of  the  case.  I  admit  that  absence  of  induration  in 
the  base  and  edges  of  the  sore  does  not  ahsolutely  demon- 
strate its  non-infective  character,  but  I  maintain  that  such 
absence  in  the  very  large  majority  of  cases  justifies  such 
a  conclusion.  If,  however,  I  meet  with  a  case  in  which 
induration  is  absent  from  the  parts  surrounding  the  sore, 
but  the  glands  in  the  groin  stand  out  and  are  hard  to  the 
touch,  I  entertain  no  doubt  that  the  patient  is  the 
subject  of  syphilis.  It  is  impossible  to  reconcile  the  con- 
flicting statements  with  regard  to  the  efficacy  of  the  so- 
called  abortive  treatment.  It  is,  however,  a  fact  that  not 
a  few  of  those  who  once  practised  it  are  now  convinced  of 
its  inefficacy.  The  advisability  of  cauterising  all  soft 
sores  seen  within  four  or  five  days  of  their  appearance 
has  been  already  mentioned ;  but  the  recommendation  is 
not  intended  to  apply  to  any  sore  in  which  the  slightest 
traces  of  induration  are  manifest. 

Mercury  is  the  main  agent  to  be  relied  upon  in  treating 
an  indurated  sore  ',  and  its  use  should  be  commenced  as 
soon  as  the  diagnosis  is  made.  It  is  unadvisable  to  wait 
for  the  development  of  additional  symptoms.  On  the 
whole_,  the  moat  convenient  way  of  administering  mercury 
is  by  the  mouth,  and  the  best  preparation  is  the  Pil. 
Hydrargyri.  Of  this  gr.  iii — v  combined  with  Opii  gr.  \ 
— \  should  be  given  night  and  morning,  until  the  effects 
of  the  mercury  are  perceptible  on  the  gums.  The  patient 
must  of  course  be  carefully  watched,  and  the  dose 
reduced,  or  the  medicine  discontinued  for  a  time,  should 
its  action  become  too  great.  Salivation  must,  if  possible, 
be  avoided.  The  course  of  mercurial  treatment  must  be  a 
prolonged  one ;  to  be  thoroughly  efficacious,  it  should 
extend  over  two  years,  the  object  being  to  produce,  to 
their  full  extent,  the  alterative  effects  of  the  remedy. 
The  Lotio  Nigra  or  an  ointment  composed  of  equal  parts 
of  vaseline  and  Unguent.  Hydrarg.  should  be  applied  to 
the  sore,  which  usually  heals  without  difficulty. 

The  above  is  a  brief  description  of  the  ordinary  method 
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whicli  tlie  author  adopts  in  treating  an  indurated  sore  ;  but 
various  circumstances  may  necessitate  certain  modifica- 
tions.    There  are  also  other  ways  in  which  mercury  may 
"be  administered^  and  various  other  preparations  may  be 
given  by  the  mouth.     Inunction  with  Unguent.  Hydrar- 
gyri  is  a  very  efl&cacious  method,  and  it  has  the  advantage 
of  not  producing  irritation  of  the  bowels.     On  the  other 
hand,  the  frequent  application  is  troublesome,  and  causes 
the  skin  to  appear  dirty,  and  patients  soon  get  tired  of  it 
and  can  scarcely  be  persuaded  to  persevere  with  its  use. 
Other  preparations  used  for  inunction  present  similar  dis- 
advantages.    The  vapour  bath  is  also  troublesome,  and 
more  or  less  inconvenient.     It  is,  however,  useful,  as  will 
hereafter  be  pointed  out,  in  some  forms  of  syphilitic  affec- 
tions of  the  skin.     The  hypodermic  injection  of  the  per- 
chloride  of  mercury  presents  no  advantages  over  other 
methods  of  administering  the  drug ;  on  the  other  hand, 
the  injections  often  cause  great  pain,  and  lead  to  the 
formation  of  abscesses.    With  regard  to  the  iodides  of 
mercury,  they  should  be  reserved  for  later  stages.     If,  as 
generally  believed,  iodine  acts  as  an  eliminant  of  mercury, 
there  can  be  no  advantage  in  nsing  it  when  the  produc- 
tion of  the  constitutional  effects  of  the  latter  drug  is  the 
object  to  be  attained.     Further  details  with  regard  to 
the  administration  of  mercury  will  be  given  in  a  subse- 
quent chapter.     It  must  of  course  be  borne  in  mind  that 
particular  care  is  necessary  in  dealing  with  scrofulous 
and  cachectic  individuals  affected  with  syphilis.   Any  kind 
of  active  mercurial  treatment  is  certain  to  do  more  harm 
than  good,  and,  according  to  the  special  circumstances  of 
the  case,  it  will  be  necessary  either  to  abstain  altogether 
from  using  the  drug,  or  else  to  administer  it  tentatively 
with  the  greatest  caution  and  in  very  small  doaes. 

With  regard  to  the  time  at  which  the  mercurial  course 
should  be  commenced  for  the  treatment  of  syphilis  in  its 
earliest  stages,  there  is  a  marked  divergence  of  opinion. 
Some  surgeons  think  it  more  expedient  to  defer  specific 
treatment  {i.e.  mercurial)  until  some  other  manifestation 
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takes  place,  while  others  commence  the  administration  of 
the  mercury  immediately  induration  is  detected.  As  will 
appear  from  what  has  been  said  above,  the  author's 
opinion  is  decidedly  in  favour  of  the  latter  practice.  If 
mercury  is  to  be  regarded  as  in  any  sense  an  antidote  or 
a  specific  for  syphilis,  it  is  certainly  advisable  to  lose  no 
time  in  bringing  the  system  under  its  influence  when 
once  the  diagnosis  has  been  made.  Its  early  administra- 
tion, even  if  it  does  not  prevent  the  development  of 
general  symptoms,  certainly  tends  to  mitigate  their 
severity.  It  may  therefore  be  stated  that,  as  a  general 
rule,  the  earlier  mercury  is  administered  the  better  are 
the  prospects  of  ultimately  subduing  the  disease.  And 
this  proposition  may  be  maintained  to  be  correict,  what- 
ever view  be  adopted  as  to  the  real  significance  of  the 
induration. 

Glandular  Induration  connected  with  the  IIard  Sore. 

It  has  been  already  stated  that  induration,  of  the  lym- 
phatic glands  in  the  neighbourhood  of  a  chancre  is  to  be 
regarded  as  decisive  evidence  of  the  infective  nature  of 
the  lesion.  The  induration  referred  tb  is  ah  almost  con- 
stant symptom  :  statistics  show  that  it  is  absent  only  in 
about  one  per  cent,  of  the  cases  in  which  a  sore  is 
followed  by  constitutional  manifestations.  The  lymphatic 
vessels  connecting  the  glands  with  thfe'  sore  are  likewise 
frequently  indurated,  but  this  syinptym  is  sometimes 
absent,  and  is  often  inconspicuous: 

Inasmuch  as  the  genital  organs  are  the  rnost  frequent 
seat  of  the  chancre,  the  inguinal  glands  are  those  in 
which  induration  most  frequently  occurs.  When  the 
chancre  is  situated  on  the  lips,  the  submaxillary  glands 
are  affected,  and  when  the  hand  is  the  seat  of  the  lesion, 
the  gland  near  the  internal  condyle  of  the  humerus  and 
the  glands  in  the  axilla  become  enlarged  and  indurated. 
With  regard  to  the  time  at  which  the  glandular  swelling 
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commences,  this  may  be  stated  generally  to  be  about 
seven  days  after  the  appearance  of  the  primary  sore.  A 
single  gland  is  first  affected,  and  tlie  mischief  gradually 
spreads  to  others  in  the  immediate  neighbourhood.  The 
swelling  may  appear  in  one  or  both  groins ;  in  the  former 
case  it  is  generally,  but  by  no  means  always,  on  the  same 
side  as  the  original  lesion.  It  comes  on  gradually,  and 
is  unaccompanied  by  pain  or  other  signs  of  inflammation. 
The  glands  are  felt  to  be  swollen  and  firm ;  pressure 
causes  little  or  no  pain,  and  the  skin  is  freely  moveable 
over  the  tumours.  The  swelling  varies  in  extent  accord- 
ing to  the  number  of  glands  implicated.  It  generally 
forms  a  sort  of  chain  or  bundle,  in  which  the  separate 
glands  can  be  more  or  less  clearly  distinguished.  When 
several  glands  are  severely  implicated,  they  form  a  large 
irregularly- shaped  tumour.  It  seldom  happens  that  the 
patient  complains  of  any  pain  or  discomfort  in  moving 
the  limb.  A  feeling  of  tension  in  the  groin  is  generally 
all  that  is  noticed.  In  very  stout  persons  it  may  be 
diflScult  to  detect  the  swollen  glands.  In  scrofulous  sub- 
jects, on  the  other  hand,  the  swelling  is  usually  large  and 
prominent. 

This  glandular  enlargement  has  a  very  protracted 
course.  It  remains  stationary  for  several  months  and 
then  slowly  disappears.  Fatty  degeneration,  followed  by 
absorption,  is  the  ordinaiy  process,  but  chalky  deposits 
sometimes  occur.  Suppuration  very  rarely  happens,  ex- 
cept where  scrofula  coexists,  but  it  may  be  induced  by 
violent  exercise  or  other  sources  of  irritation.  In  scro- 
fulous subjects  the  indurated  glands  are  especially  liable 
to  become  inflamed,  and  suppuration  is  not  uncommon, 
and  whfn.  it  does  occur  its  course  is  always  very  tedious. 
Redness  of  the  skin  and  its  adhesion  to  the  swollen 
glands  are  the  first  symptoms.  The  patient  complains  of 
pain  and  tenderness,  the  redness  and  swelling  increase, 
and  fluctuation  can  be  detected  at  several  points.  If  an 
incision  be  made  a  thin  serous  fluid  escapes.  Sinuses 
are  very  apt  to  form,  and  if  these  be  laid  open,  portions 
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of  the  enlarged  glands  are  often  seen  in  tlie  course  of  the 
wounds.  The  sinuses  may  extend  for  a  considerable  dis- 
tance from  the  inguinal  region,  and  the  semi-purulent 
fluid  may  find  its  way  into  the  crural  canal,  and  pene- 
trate deeply  between  the  muscles  on  the  anterior  aspect 
of  the  thigh. 

In  non-scrofulous  subjects,  as  above  said,  suppuration 
is  extremely  rare.  In  this  respect  the  glandular  enlarge- 
ment connected  with  the  hard  sore  contrasts  very  deci- 
dedly with  the  acute  adenitis  which  so  often  accompanies 
the  soft  chancre.  If  suppuration  has  taken  place,  it  is 
almost  certain  that  there  will  be  no  constitutional  mani- 
festations, whereas  the  induration  is  pathognomonic  of 
constitutional  infection. 

There  can  seldom  be  any  difSculty  in  the  diagnosis  of 
glandular  induration  of  syphilitic  origin.  The  treatment 
is  the  same  with  that  of  the  chancre  to  which  the  indura- 
tion is  due.  Under  the  continuous  administration  of 
mercury  the  swelling  gradually  subsides,  but  traces  of  it 
often  remain  for  considerable  periods. 
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CHAPTER  VIII 

CONSTITUTIONAL  SYPHILIS 

Syphilitic  Fevee — Aeeections  oe  the  Skin — Roseola., 
Papules,  Pustules,  Syphilitic  Tubercles,  Gummata, 
RUPIA,  &c. 

In  tlie  sketcli  given  in  a  preceding  cliapter  of  the 
ordinary  course  and  symptoms  of  sypMlis  reference  was 
made  to  the  so-called  "  second  incubation  "  as  being  a 
peculiar  feature  of  the  disease.  This  process  takes  place 
in  the  interval  between  the  development  of  the  induration 
and  the  production  of  symptoms,  some  of  an  objective, 
others  of  a  subjective  character.  The  term  "  secondary  " 
is  used  to  designate  those  symptoms  which  are  considered 
to  result  from  the  saturation  of  the  blood  by  the  syphilitic 
virus,  and  which  appear,  in  a  more  or  less  regular  order, 
in  parts  of  the  body  at  a  distance  from  the  original  lesion. 
The  first  manifestation  takes  place,  on  an  average,  in  the 
seventh  week  after  the  development  of  the  induration.  Cer- 
tain symptoms,  however,  occur  even  during  this  iuterval, 
but  they  are  generally  of  a  slight  character,  and  are  often 
unnoticed  by  the  patient.  The  eruption  of  a  specific 
exanthem  is  usually  regarded  as  the  first  manifestation  of 
secondary  syphilis.  This  in  many  cases  is  either  accom- 
panied or  speedily  followed  by  an  affection  of  the  mucous 
membrane  of  the  throat. 

But  before  any  skin -affection  appears,  glandular  swell- 
ing and  induration  can  generally  be  detected  in  various 
parts  of  the  body.  The  so-called  indolent  buboes  have 
been  already  described.     Other  glands,  however,  besides 
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those  in  the  groins  exhibit  signs  of  irritation.  The 
glands  at  the  posterior  border  of  the  sterno-mastoid 
muscle,  the  posterior  occipital  and  the  posterior  auricular 
glands  are  apt  to  become  swollen,  and  the  same  appear- 
ance may  sometimes  be  noticed  in  a  gland  situated  just 
above  the  inner  condyle  of  the  humerus.  It  may  be 
presumed  that  many  other  lymphatic  glands  in  the  body 
are  similarly  affected ;  the  cervical  glands  and  the  gland 
near  the  elbow  are  particularly  accessible  to  observation. 
The  submaxillary  glands  are  less  frequently  affected  at 
this  stage.  This  enlargement  of  the  glands  has  no  neces- 
sary connection  with  any  eruption  upon  the  skin ;  the 
glands  begin  to  swell  before  any  eruption  appears,  but  it 
generally  happens  that  the  swelling  becomes  more  marked 
during  the  development  of  the  cutaneous  affection,  and  in 
the  neighbourhood  of  lesions  of  the  mucous  membrane. 
The  glandular  swelling  remains  for  an  indefinite  period ; 
alterations  in  size  occur  from  time  to  time,  and  diminu- 
tion is  generally  observed  when  the  patient  is  under  the 
influence  of  mercury. 

Another  symptom  which,  sometimes  occurs  during  ihis 
interval  may  be  described  as  a  general  feeling  of  ill- 
health.  The  patient  complains  of  a  sense  of  discomforty 
weakness,  and  lassitude  ;  the  skin  is  pale  and  dry,  and 
the  eyes  are  dull  and  heavy  looking.  Sleeplessness  and 
loss  of  appetite  are  occasionally  observed.  These  sym- 
ptoms are  most  marked  in  debilitated  subjects  ;  they  are 
often  absent  or  extremely  slight  in  persons  previously  in 
good  health.  Pains  resembling  rheumatism  are  some- 
times felt  in  the  joints  and  long  bones.  The  pains  are 
not  constant  or  confined  to  any  one  spot.  They  are 
generally  worse  at  night,  and  cause  restlessness  and 
discomfort.  The  affected  joints  are  sometimes,  though 
rarely,  swollen  at  this  period.  Headache  is  more' 
common.  It  may  amount  only  to  a  feeling  of  dulness  or 
heaviness,  or  it  may  be  severe,  as  if  the  head  were  being 
forcibly  compressed.  Like  the  pain  in  the  limbs,  the 
headache  is  worse  at  night.     The  scalp  is  sometimes 
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tender  on  pressure,  so  mucli  so  that  the  patient  is  un- 
willing to  place  the  head  on  a  pillow.  In  other  cases  the 
pain  is  not  increased  by  pressure.  Vertigo,  dizziness, 
indistinctness  of  vision  and  hearing,  are  sometimes 
observed. 

Associated  with  the  above  symptoms,  a  more  or  less 
decided  febrile  movement  is  frequently  observed.  This 
is  manifested  by  elevation  of  temperature  and  increased 
frequency  of  the  pulse.     This  eruption-fever  of  syphilis 
has  been  compared  with  the  febrile  symptoms  of  the 
acute  exanthemata,  but  it  differs  from  the  latter  in  having 
a  longer  period  of  incubation  and  a  shorter  prodromal 
stage.    The  f  ebrile  symptoms  are  rarely  severe  ;  in  some 
cases  they  are  continuous,  in  others  somewhat  remittent. 
They  precede  by  a  few  days  the  appearance  of  the 
eruption,  and  generally  subside  when  the  latter  is  fully 
developed.    The  increase  in  temperature  is  accompanied 
by  an  aggravation  of  some  of  the  symptoms  previously 
mentioned ;  neuralgic  pains  in  the  head  and  limbs  are 
generally    complained    of.      Exacerbations   take  place 
towards  evening.    In  some  cases  the  symptoms  resemble 
those  of  intermittent  fever,  but  the  cold  stage  of  the 
latter  is  slightly  marked  or  represented  only  by  transient 
chilliness.      The   erythematous   syphilitic  eruptions  are 
those  which  are  associated  with  the  most  marked  febrile 
symptoms.     On  the  other  hand,  the  development  of  the 
papular  forms  is  not  accompanied  by  fever.     Pain  and 
swelling  in  certain  joints,   coexisting  with  the  febrile 
symptoms,  may  cause  the  affection  to  be  mistaken  for 
acute  rheumatism,  and  a  sudden  outbreak  of  the  eruption 
with  high  febrile  symptoms  may  simulate  an  attack  of 
measles,  but  in  both  cases  the  subsequent  course  of  the 
symptoms  will  indicate  the  nature  of  the  complaint. 

When  the  fever  assumes  an  intermittent  form  the 
symptoms  may  be  attributed  to  the  influence  of  malaria. 
Such  a  mistake  could  scarcely  occur'  if  proper  inquiry 
were  made  into  the  history  of  the  case.  An  instance  of 
this  kind,  however,  came  under  my  notice  some  time 
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ago.  A  gentleman  consulted  me  for  soft  sores  on  the 
penis  ;  these  healed  up  in  about  three  weeks.  Two 
months  afterwards  he  contracted  an  indurated  sore,  for 
which  mercury  was  at  once  administered.  After  an 
interval  of  some  weeks  he  was  seen  by  another  surgeon, 
who  discovered  febrile  symptoms,  which  he  was  led  to 
suppose  were  of  malarious  origin,  the  patient  having 
spent  some  time  in  a  malarious  district  during  the  pre- 
vious year.  This  diagnosis  was  confirmed  by  two  cele- 
brated physicians  who  were  called  into  consultation. 
Quinine  was  administered  for  two  months  without 
effect,  and  the  patient  was  advised  to  go  to  a  German 
bathing-place.  While  there  several  lumps  appeared  on 
his  forehead.  He  consulted  me  on  his  return,  and  I 
found  several  well-marked  nodes  on  the  forehead  and 
vertex,  and  a  rupial  rash  over  the  body  generally.  He 
complained  of  acute  pain  in  the  shins  and  head,  and  of 
pains  like  those  of  chronic  rheumatism  in  other  parts. 
He  was  much  reduced  in  flesh  and  strength  ;  there  was 
profuse  sweating  at  night  and  other  indications  of  debility, 
I  prescribed  cod-liver  oil,  and  the  iodide  of  potassium, 
gr.  V,  every  four  hours,  with  very  satisfactory  results. 

Febrile  symptoms  also  accompany  later  stages  of 
syphilis,  e.  g.  the  development  of  pustular  eruptions  and 
various  syphilitic  affections  of  the  mucous  membranes. 
Syphilitic  erythema  of  the  fauces  when  severe  is  attended 
with  marked  elevation  of  temperature.  Syphilitic  fever 
occurs  more  frequently  in  females  than  in  males.  When 
mercury  is  administered  the  temperature  soon  becomes 
reduced  to  the  normal  degree  and  sometimes  falls  below 
it.  Iodide  of  potassium  appears  to  produce  no  change  at 
first,  but  when  given  for  some  time  the  temperature  is 
said  to  rise,  but  afterwards  to  fall  below  the  normal 
standard . 

The  febrile  symptoms  sometimes  continue  after  the 
appearance  of  various  eruptions  on  the  skin  and  mucous 
membranes.  In  such  cases  they  are  generally  character- 
ised by  their  marked  severity,  and  accompany  every  fresh 
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manifestation  of  the  disease.  A  decided  rigor  lasting 
pei'haps  an  hour  may  occur  every  evening,  and  be  followed 
by  high  temperature  and  perspiration.  These  cease  after 
a  few  days  and  reappear  simultaneously  with  fresh  erup- 
tion on  the  skin  or  in  the  throat.  Gastric  disturbances 
and  signs  of  nervous  derangement  are  occasionally  super- 
added. There  is  considerable  difference  of  opinion  as 
to  the  frequency  with  which  syphilitic  fever  occurs.  It  is 
probable  that  there  is  an  elevation  of  temperature  in  all 
cases,  but  that  it  is  often  so  slight  as  to  be  overlooked. 
In  nineteen  cases  which  were  closely  observed,  only  in  one 
could  no  febrile  movement  be  detected ;  in  twelve  the 
highest  temperature  noticed  was  100*4°;  in  five^  102'2'^; 
and  in  one  a  temperature  of  104°  was  reached. 

The  interval  that  exists  between  the  reception  of  the 
contagion  and  the  appearance  of  an  eruption  on  the  skin 
or  mucous  membrane  may  be  lengthened  or  abbreviated. 
When  mercury  is  given  for  the  primary  induration,  and 
the  patient  can  be  placed  under  favorable  circumstances, 
the  subsequent  appearances  are  retarded  and  their  intensity 
in  many  cases  is  much  reduced.  On  the  other  hand,  if 
mercury  be  withheld,  and  the  patient's  circumstances  be 
unfavorable,  the  secondary  symptoms  are  earlier  in  their 
appearance  and  more  severe  in  their  character. 

Syphilitic  affections  of  the  skin  may  be  classified  in 
various  ways.  There  are,  in  the  first  place,  two  principal 
groups  : 

I,  The  exanthematous  syphilides,  connected  with  the 
earlier  stages  of  the  disease. 

II.  The  later  or  tertiary  affections. 

The  first  group  comprises  the  erythematous,  the  papular, 
the  pustular,  and  the  squamous  syphilides.  The  second 
includes  the  tubercular,  ulcerative,  and  the  gummatous 
lesions. 

No  part  of  the  skin  is  exempt  from  the  manifestations 
of  syphilis,  but  certain  eruptions  appear  to  select  certain 
parts  of  the  cutaneous  surface.    Thus  syphilitic  erythema 
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generally  commences  on  the  skin  of  the  abdomen,  less 
commonly  on  the  thorax,  face,  and  backs  of  the  hands. 
The  papular  syphilide  affects  the  sides  of  the  trunk,  the 
abdomen,  and  the  back.  The  pustular  forms  are  generally 
most  marked  on  the  scalp  and  face,  and  the  squamous 
affections  occur  most  frequently  on  the  elbows  and  knees, 
on  the  palms  of  the  hand  and  soles  of  the  feet. 

Syphilitic  affections  of  the  skin  present  certain  pecu- 
liarities common  to  the  entire  class,  and  which  serve  in  a 
measure  to  distinguish  them  from  other  cutaneous  erup- 
tions. The  peculiarity  to  which  most  importance  has 
been  attached  is  their  colour.  This,  in  the  majority 
of  cases,  is  first  pinkish  and  soon  brownish-red,  and 
afterwards  of  a  more  or  less  decided  coppery  hue.  The 
primary  redness  is  less  marked  than  that  of  the  ordinary 
exanthemata.  It  is  most  distinct  on  the  dependent  parts 
of  the  body  and  in  recent  and  superficial  eruptions.  The 
peculiar  coppery  colour  of  syphilitic  skin  diseases  was 
recognised  as  far  back  as  the  sixteenth  century,  and  was 
regarded  as  a  pathognomonic  sign.  It  is  especially 
characteristic  of  the  later  and  more  severe  eruptions, 
which  develop  slowly  and  affect  the  deeper  structures  of 
the  skin.  As  the  eruption  subsides,  the  coppery  tinge 
fades  and  passes  into  a  yellowish-brown  or  grey  discolo- 
ration. On  the  other  hand,  it  sometimes  happens  that 
disappearance  of  the  eruption  is  followed  by  loss  of  the 
normal  pigment,  and  the  substitution  of  white  patches. 
The  coppery  colour  is  due  to  dilatation  of  capillaries  and 
to  minute  extravasations  of  blood,  and  subsequent  meta- 
morphosis of  the  colouring  matter  ^  it  is  especially  marked 
in  syphilitic  eruptions  occurring  in  debilitated  subjects. 
In  such  patients  large  coppery-red  stains  are  often  seen, 
on  the  lower  extreniities.  The  scars  of  syphilitic  ulcers^ 
also  assume  this  colour. 

Polymorphism,  as  it  is  termed,  is  another  peculiarity 
of  these  affections,  thajt  is  to  say,  several  different  forms 
of  eruption  often  occur  sin^ultaneously  on  the  same  patient  ; 
the  new  forms  showing  thomselves  before  the  older  ones, 
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have  disappeared.  Thus,  roseolous  patches  often  coexist 
with  papular  and  pustular  eruptions. 

A  third  peculiarity  of  syphilitic  eruptions  is  their 
tendency  to  assume  a  circular  or  curved  arrangement. 
This  latter  is,  however,  by  no  means  general,  and  it  is 
more  marked  in  relapses  than  in  the  earlier  manifestations. 
It  is  also  more  characteristic  of  the  papular  and  tubercular 
eruptions. 

The  scales  which  become  detached  from  the  milder 
syphilitic  eruptions  are  thin,  and  of  a  dull  whitish  or 
whitish-brown  colour.  They  appear  first  in  the  centre  of 
the  eflB.orescence,  and  never  at  its  periphery,  and  they  are 
not  detached  in  such  quantities  as  in  ordinary  psoriasis. 
The  crusts  of  syphilitic  pustular,  and  ulcerative  affections 
are  formed  by  the  desiccation  of  serum,  pus  and  debris  of 
tissue.  They  are  yellowish-brown  or  dark  brown  in 
colour,  thick,  and  dry.  The  thickness  decreases  from 
the  centre  towards  the  periphery,  where  the  crusts  are 
surrounded  by  a  brownish-red,  firm  circle  of  infiltration. 
Those  of  syphilitic  rupia  are  decidedly  vaulted  or  conical  ; 
they  form  several  layers  and  are  very  dark  in  colour. 

Absence  of  itching  or  pain  is  a  negative  characteristic  of 
syphilitic  eruptions.  Some  amount  of  itching  may,  how- 
ever, be  complained  of  during  the  acute  stage  of  a  copious 
eruption  and  also  when  desquamation  takes  place,  and 
when  the  scalp  or  chin  is  affected.  Moist  papules  near 
the  anus  and  on  the  genital  organs  cause  more  or  less 
irritation.  Syphilitic  skin-eruptions  are  rarely  painful 
unless  ulceration  be  present. 

The  chronic  course  of  these  eruptions,  their  tendency  to 
relapse,  and  the  symmetrical  distribution  of  the  earlier 
lesions  are  the  remaining  peculiarities  which  require  notice. 

Roseola  syphilitica  (erythema  syphiliticum,  syphilis 
cutanea  maculosa)  is  the  most  common  form  of  syphilitic 
affections  of  the  skin,  and,  as  a  general  rule,  the  first  of 
these  manifestations.  It  consists  of  irregularly  rounded 
spots,  about  a  third  of  an  inch  in  diameter  and  varying  in 
colour  from  a  pale  rose-pink  to  a  purple  or  reddish-brown 
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hue ;  the  eruption  being  often  preceded  by  febrile  sym- 
ptoms and  pains  resembling  those  of  rheumatism.  The 
spots  are  sometimes  confluent,  and  they  do  not  all  appear 
at  the  same  time,  but  gradually,  so  that  a  week  or  ten 
days  may  elapse  before  the  eruption  is  at  its  height. 
Syphilitic  roseola  nearly  always  begins  on  the  abdomen, 
then  shows  itself  on  the  chest  and  arms,  and  lastly  on  the 
legs.  The  face  is  rarely  attacked,  except  in  patients, 
such  as  hall-porters  and  others,  who  are  particularly  ex- 
posed to  winds  and  draughts.  In  warm  climates,  the 
roseolar  eruption,  wherever  it  appears,  is  always  very  dis- 
tinctly marked.  Most  of  the  spots  are  on  the  same  level 
with  the  skin,  but  some  are  often  more  or  less  elevated. 
In  the  latter  case  they  resemble  urticaria.  If  left  to 
itself,  the  eruption  lasts  for  some  weeks,  assuming  a 
darker  hue,  and  then  gradually  fading.  Owing  to  the 
gradual  development  of  the  eruption,  fresh  red  spots  are 
often  seen  co-existing  with  others  of  darker  and  lighter 
shades.  The  roseola  is  often  the  only  cutaneous  affection 
that  appears  in  the  course  of  syphilis.  It  may  recur  more 
than  once,  the  eruption  in  that  case  being  less  copious, 
paler  in  colour,  and  more  prone  to  assume  a  circular  form. 
A  roseolous  affection  of  the  mucous  membrane  of  the  soft 
palate  and  tongue  is  occasionally  observed. 

Syphilitic  roseola  may  be  mistaken  for  other  cutaneous 
eruptions,  e.g.  the  rash  of  measles  or  of  scarlatina,  simple 
erythema,  and  eruptions  following  the  use  of  certain 
drugs.  The  absence  of  catarrhal  symptoms,  the  gradual 
development  of  the  eruption  and  the  rapid  subsidence  of 
the  febrile  movement  will  serve  to  distinguish  it  from  the 
two  first ;  but  in  a  slight  attack  of  measles  the  eruption 
may  closely  resemble  that  of  syphilitic  roseola.  In  the 
latter,  however,  careful  examination  will  always  detect 
induration  of  the  lymphatic  glands  and  some  remains  of  the 
primary  lesion.  In  scarlet  fever  the  face  is  seldom  free  from 
the  eruption ;  in  measles,  the  eruption  almost  invariably 
appears  first  on  the  face.  The  use  of  copaiba,  cubebs  and 
other  similar  drugs  gives  rise  in  some  patients  to  eruptions 
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more  or  less  resembling  syphilitic  roseola.  The  occur- 
rence of  these  eruptions  tended  to  support  the  old  view  of 
the  identity  of  syphilis  and  gonorrhoea.  The  roseola  hal- 
samica,  as  it  has  been  called,  is  more  like  the  rash  of 
urticaria ;  it  is  accompanied  by  an  intense  itching  and 
burning  sensatiouj  and  by  symptoms  of  gastric  disturbance. 
Many  of  the  patches  are  large  and  oedematous,  and  they 
are  apt  to  become  confluent  where  the  skin  is  subjected 
to  pressure.  The  face  is  affected,  and  the  eruption  shows 
a  preference  for  the  neighbourhood  of  the  joints.  An 
erythematous  eruption  due  to  the  use  of  mercury  has  been 
observed  in  a  few  cases.  It  takes  the  form  of  a  confluent 
red  efflorescence,  covering  large  portions  of  the  integu- 
ment. In  a  case  observed  by  Zeissl,  the  eruption  appeared 
on  the  flexor  surfaces  of  the  forearms  and  thighs,  and  on 
the  trunk.  The  patient  was  being  treated  for  an  indu- 
rated sore,  but  he  asserted  that  a  similar  eruption  had 
in  his  case  invariably  followed  the  use  of  small  doses  of 
mercury  when  given  for  other  affections.  In  two  cases 
observed  by  Dr.  Pereira,  the  diffused  redness  was  due  to 
minute  and  pellucid  vesicles  which  gave  a  sensation  of 
roughness  to  the  touch.  The  diagnosis  is,  of  course, 
easy — syphilitic  roseola  tends  to  disappear  when  mercury 
is  given.  The  remains  of  syphilitic  roseola  may  closely 
resemble  the  eruption  of  pityriasis  versicolor.  The  latter 
is,  however,  more  scaly  in  character,  and  the  colour  is 
confined  to  the  superficial  layers  of  epithelium.  "\'\Tien 
the  scales  are  removed,  the  skin  beneath  them  is  normal 
in  colour. 

The  Papular  Syphilitic  Eruptions  consist  of  round, 
sharply  defined,  brownish-red  elevations,  smooth  and  firm 
to  the  touch  and  unattended  by  itching  or  pain.  They  vary 
very  much  in  size ;  the  smallest  are  about  equal  to  a  pin's 
head,  while  the  largest  measure  half-an-inch  or  more  in  dia- 
meter. The  papules  are  sometimes  converted  into  pustules, 
but  the  eruption  generally  preserves  its  papular  character 
throughout  its  course,  and  terminates  by  resolution  ;  small 
depressions  remaining  for  some  time  upon  the  skin. 
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Altliougli  papules  of  various  sizes  frequently  occur  simul- 
taneously on  tlie  same  patient^  it  often  happens  tliat  a 
larger  or  a  smaller  variety  predominates,  and  hence  two 
forms  of  the  affection  have  been  described;  these  are 
designated  the  lenticular  and  the  miliary  varieties. 

The  lenticular  syphilide  consists  of  papules,  conical  or 
semi-globular  in  form,  and  from  an  eighth  to  half  an 
inch  in  diameter.    The  smaller  kinds  involve  the  super- 
ficial part  of  the  corium  and  the  papillary  layer,  while  the 
larger  ones   extend  into  the  connective    tissue.  The 
papules  appear  in  groups,  either  on  roseolous  patches  or  on 
portions  of  skin  previously  unaffected.    They  either  attain 
their  full  size  soon  after  their  appearance  or  continue  to 
increase  in  circumference.    They  are  firm  to  the  touch, 
brownish-red  in  colour,  sharply  defined,  and  their  surface 
is  smooth  and  glossy.    As  a  general  rule,  no  definite 
arrangement  can  be  detected,  but  the  papules  are  some- 
times arranged  in  groups  and  circles  or  in  curved  lines. 
Their  most  common  seats  are  the  shoulders,  the  abdomen, 
the  sides  of  the  trunk,  and  the  back.    They  are  also  seen 
on  the  forehead,  at  the  margin  of  the  hairy  scalp,  about  the 
nostrils  and  mouth,  on  the  genital  organs,  and  on  the  limbs. 
One  form  of  the  so-called  "  corona  Veneris    is  due  to  a 
papular  eruption  on  the  forehead.    The  eruption  pursues  a 
chronic  course  ;  fresh  crops  of  papules  often  ajjpear  while 
others  are  undergoing  resolution.    This  latter  process 
takes  place  gradually ;  the  papule  diminishes  in  size  ;  its 
surface,  previously  tense,  becomes  wrinkled  and  slight 
exfoliation  occurs,  commencing  from  the  centre  of  the 
papule.    Resolution  goes  on,  the  projection  becomes  con- 
verted into  a  slight  depression,  brownish-red  in  colour, 
and  covered  by  minute  epithelial  scales.    These  depres- 
sions remain  visible  for  some  time.    In  some  cases  the 
desquamative  process  is  more  marked  and  rapid,  and  the 
eruption  in  this  stage  is  of  a  scaly  character.    This  con- 
dition is  frequently  seen  on  the  palms  and  soles.    As  a 
result  also  of  friction,  scales  and  crusts  are  sometimes 
seen  covering  the  papules  on  other  parts.    Unless  the 
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papule  has  been  completely  rubbed  off,  in  which  case  the 
surface  will  be  covered  with  a  layer  of  blood,  a  distinct 
circle  of  infiltration  will  always  be  seen  around  the  scales. 
In  the  case  of  large  papules,  half  an  inch  or  more  in 
diameter,  the  centre  becomes  whitish  and  slightly  de- 
pressed, while  the  surrounding  part  is  raised,  brownish- 
red  in  colour,  and  firm  to  the  touch.  It  sometimes 
happens  that  a  papule  becomes  converted  into  a  vesicle  or 
series  of  vesicles.  In  the  latter  case  the  eruption  may 
resemble  herpes  cii'cinnatus,  which,  however,  is  devoid  of 
a  papular  base  and  of  a  whitish  patch  of  integument  as  a 
centre. 

Syphilitic  papules  are  the  result  of  a  somewhat  sharply- 
defined  cellular  infiltration  of  the  papillary  layer  and 
superficial  part  of  the  corium.  The  cells  are  of  various 
kinds ;  some  resemble  white  blood-corpuscles  and  their 
nuclei,  while  others  are  much  larger  and  elongated  in 
form.  The  process  is  confined  to  the  infiltrated  spot ; 
there  is  no  oedema  of  the  surrounding  portions  of  the 
corium. 

The  lenticular  syphilide  is  often  associated  with  roseo- 
lous  and  pustular  eruptions,  and  the  papules  are  generally 
found  in  various  stages  of  development,  some  being  in 
process  of  formation,  others  mature,  and  others  under- 
going resolution.  These  varying  appearances  are  due  to 
the  fact  that  the  eruption  ordinarily  occurs  in  successive 
crops,  each  crop  remaining  for  several  weeks.  They  are 
never  accompanied  by  itching.  Eelapses  are  common, 
and  may  occur  repeatedly  in  the  same  patient.  When 
the  interval  between  its  appearance  and  the  primary 
lesion  is  considerable,  the  eruption  is  prone  to  affect 
special  portions  of  the  surface,  e.g.  the  elbows  and  knees, 
and  to  assume  circular  or  more  or  less  curved  foi'ms. 
The  limitation  to  certain  parts  is  characteristic  of  an  old- 
standing  syphilitic  affection ;  on  the  other  hand,  in 
recent  cases,  the  eruption  is  more  or  less  diffused.  The 
lenticular  syphilide  is  sometimes  the  first  cutaneous 
manifestation. 
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There  are  two  important  modifications  of  tlie  syphilitic 
papular  eruption.  These  are  mainly  due  to  the  locality 
in  which  the  papules  are  developed.  The  first  of  these 
modifications  constitutes  syphilitic  psoriasis  of  the  palms 
and  soles,  the  second  gives  rise  to  the  so-called  broad 
condylomata  or  mucous  patches. 

Syphilitic  psoriasis  of  the  palms  and  soles  is  due  to  the 
development  of  papules  on  these  parts^  which,  as  a 
general  rule,  are  unaffected  in  ordinary  psoriasis.  The 
papules  appear  in  the  hollows  of  the  palms  and  on  the 
soles  of  the  feet,  especially  towards  the  inner  border. 
They  are  brownish-red  in  colour,  and  project  but  little^ 
owing  to  the  thickness  of  the  epithelium.  They  some- 
times occur  in  common  with  a  general  eruption,  but  more 
frequently  after  the  latter  has  disappeared.  Their  course 
may  be  similar  to  that  observed  on  other  parts  of  the 
body,  or  of  a  much  more  chronic  character.  The  de- 
squamation in  the  latter  class  of  cases  is  a  marked  feature ; 
and  hence  the  scaly  appearance  of  the  eruption  in  its 
later  stages.  The  papules  vary  in  number,  sometimes 
there  are  only  a  few  on  each  palm  ;  in  other  cases  they 
are  much  more  numerous,  and  form  by  confluence  circular 
patches,  which  are  bounded  by  a  dark-red  margin  of 
infiltration,  and  covered  by  dry  and  cracked  epithelial 
scales.  When  the  papules  are  situated  between  the  toes 
or  in  the  furrows  of  the  hand,  they  are  often  converted 
into  fissures  or  rhagades.  In  severe  and  chronic  cases, 
the  eruption  extends  over  the  whole  of  the  palm  and  the 
palmar  surface  of  the  fingers ;  it  may  even  extend  to 
their  dorsal  surfaces.  The  entire  palm  may  be  covered 
with  scales,  while  at  the  sides  and  towards  the  wrist, 
papules  are  seen  in  various  stages  of  development.  The 
extension  of  the  eruption  to  the  nails  causes  them  to 
become  fissured  and  brittle.  A  very  severe  form  of  the 
affection  has  been  termed  psoriasis  cornea.  The  palms 
and  soles  are  covered  by  dense  hard  layers  of  epidermis, 
marked  by  numerous  deep  clefts  radiating  from  the  centre. 
This  condition  may  exist  for  several  years,  and  finally  sub- 
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side  under  local  and  general  treatment.  The  skin,  how- 
ever, seldom  regains  its  normal  colour  ;  brownish-red  dis- 
colorations  generally  remain.  The  severer  forms  are  more 
common  on  the  soles  than  on  the  palms.  Relapses  are 
frequently  seen. 

The  diagnosis  of  the  milder  forms  of  psoriasis  palmaris 
is  for  the  most  part  easy.  The  existence  of  separate 
papules  furnishes  the  clue  to  the  nature  of  the  case.  In 
chronic  and  severe  cases,  the  appearances  may  closely 
resemble  those  of  chronic  eczema  or  of  ordinary  psoriasis, 
but  the  history  of  the  case  and  the  co-existence  of  other 
symptoms  will  aid  in  determining  the  diagnosis. 

The  second  modification  of  the  syphilitic  papule  is  the 
flat  or  broad  condyloma  (also  called  mucous  papules,  moist 
papules,  &c.).  This  term  is  applied  to  lesions  peculiar  to 
syphilis,  and  consisting  of  roundish  elevations,  varying 
much  in  size  and  situated  on  mucous  membranes,  and  on 
portions  of  the  skin  where  neighbouring  surfaces  come 
into  contact  with  each  other  and  are  kept  moist  by  per- 
spiration or  other  secretions.  These  condylomata  are 
most  frequently  found  on  the  female  genital  organs  and 
in  both  sexes  around  the  margin  of  the  anus,  on  the 
nates  and  in  the  groins,  about  the  umbilicus,  between  the 
toes,  and  on  the  breast  in  the  female,  &c.  Broad  condy- 
lomata vary  in  size ;  the  smallest  are  less  than  a  line  in 
diametei",  while  the  larger  ones  (formed  by  the  confluence 
of  many  papules)  measure  one  or  two  inches.  They  are 
firm  and  elastic  to  the  touch,  and  brownish- red  or  gTey 
in  colour.  The  surface  may  be  smooth  or  nodulated,  and 
is  either  dry  or  covered  with  a  moist  offensive  discharge. 

These  growths  are  developed  from  ordinary  syphilitic 
papules,  under  the  influence  of  warmth  and  moisture. 
The  epidermis  becomes  softened  and  detached,  and  the 
eruption  assumes  a  reddish  moist  appearance.  Continuous 
irritation  leads  to  the  enlargement  of  the  papules,  laterally 
and  perpendicularly,  and  to  increase  in  their  number,  and 
their  conflaence  results  in  the  production  of  large  patches. 
Neighbouring  portions  of  the  integument,  in  contact  with 
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the  papules  and  moistened  by  their  secretion,  are  very- 
liable  to  become  the  seat  of  similar  growths.  Hence  it 
is  that  if  neglected  these  condylomata  rapidly  spread  and 
multiply  on  the  vulva,  perineum,  etc.  The  multiplication  of 
condylomata  may  also  be  due  to  the  general  infection,  the 
secretion  acting  as  an  irritant  upon  papillaa  already  charged 
with  syphilitic  blood.  Ordinary  lenticular  papules  are 
often  seen  on  the  integument  immediately  surrounding  a 
condylomatous  patch,  and  these  are  especially  prone  to 
increase  and  spread.  Ulceration  often  takes  place  on  the 
surface,  as  a  result  of  friction  ;  and  it  sometimes  happens 
that  elongated  warty  excrescences  make  their  appearance. 
These  are  distinguished  from  the  acuminate  growths,  of 
a  non- syphilitic  character,  by  the  fact  that  they  grow  from 
an  infiltrated  base,  whereas  the  pointed  excrescences  are 
seated  upon  normal  skin.  The  condylomata  are  chronic  in 
their  course ;  under  proper  treatment  they  diminish  iii 
size,  become  dry,  and  finally  disappear,  leaving  traces 
behind  them  in  the  form  of  brown  discolorations. 

With  regard  to  their  structure,  broad  condylomata  are 
the  result  of  circumscribed  cellular  infiltration  of  the 
papillary  layer  and  of  the  corium.  The  papillte  are  con- 
siderably enlarged,  often  branched  and  presenting  club- 
shaped  endings.  These  latter  aire  exposed  when  the 
epithelium  becomes  detached. 

The  diagnosis  is,  for  the  most  part,  easily  made ;  espe^ 
cially  when  the  growths  occur  on  the  genital  organs  or 
parts  adjoining.  They  are  to  be  distinguished  from  patches 
of  eczema  by  their  papular  form.  The  so-called  pointed 
condylomata  are  not  due  to  syphilis,  but  to  the  irritation 
set  up  by  various  non-specific  secretions. 

Broad  condylomata  are  positive  signs  of  constitutional 
syphilis,  and  in  some  cases  they  appear  as  the  primary 
manifestation  of  the  disease.  The  discharges  from  these 
growths  are  of  a  highly  contagious  nature,  and  when 
inoculated  upon  a  non- syphilitic  individual  give  rise  to  a 
papule  or  condyloma,  which  is  sooner  or  later  followed  by 
glandular  swelling  and  induration,  roseola,   and  othei' 
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"  secoudary  "  symptoms.  No  ulcer  necessarily  makes  its 
appearance,  and  the  papule  must  therefore  be  regarded  as 
the  primary  lesion.  On  the  other  hand,  a  chancre  may 
become  transformed  into  a  condyloma,  as  seen  especially 
on  mucous  membranes.  In  infants,  the  subjects  of  hered- 
itary syphilis,  condylomata  are  the  most  frequent  of  all  the 
cutaneous  manifestations. 

The  miliary  syphilide  (lichen  syphiliticus,  syphilis 
cutanea  miliaris)  consists  of  very  small  papules,  brownish - 
red  in  colour,  very  slightly  raised,  and  either  freely  dis- 
tributed over  the  surface,  or  else  collected  in  groups 
forming  segments  of  circles  or  circular  patches  or  curves 
of  various  forms.  This  eruption  is  often  connected  with 
the  hair-follicles,  and,  as  a  result  of  exudation,  the  papules 
may  become  converted  into  vesicles  and  subsequently  into 
minute  pustules.  It  often  happens  that  the  eruption  is 
very  rapidly  developed  and  is  attended  by  marked  febrile 
symptoms.  Certain  parts,  viz.  the  back,  the  flexor  aspects 
of  the  joints,  and  the  genital  organs  are  especially  liable 
to  be  affected.  This  form  is  rarely  seen  on  the  palms  and 
soles,  which,  however,  are  sometimes  affected  with  the 
''psoriasis^'  already  described,  while  the  miliary  syphilide  is 
present  on  other  parts.  The  miliary  papules  belong  to 
the  early  stages  of  syphilis,  but  they  sometimes  appear  later 
on,  and  one  or  more  relapses  may  occur.  In  the  latter 
case,  the  eruption  is  generally  confined  to  certain  parts  of 
the  body,  and  the  papules  appear  in  more  or  less  distinct 
groups.  Under  any  circumstances  the  course  of  the  erup- 
tion is  generally  chronic.  In  severe  cases  tiny  depres- 
sions, indicating  atrophy  of  the  corium,  are  likely  to  remain 
upon  the  skin. 

The  diagnosis  of  the  acute  papular  eruptions  is,  for  the 
most  part,  easily  made  if  their  special  characteristics  be 
borne  in  mind.  Other  symptoms,  especially  glandular 
swelling  and  induration,  will  be  found  on  examination. 
In  chronic  cases,  however,  the  eruption  may  resemble  that 
of  psoriasis  simplex,  and  forms  of  eczema  and  herpes.  In 
the  syphilitic  eruption  distinct  papules  can  almost  always 
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be  discovered.  In  simple  psoriasis,  the  scales  are  lighter 
in  colour  and  more  plentiful ;  the  patches  are  not  charac- 
terised by  any  uniformity;  and  the  patients  exhibit  no 
sign  of  constitutional  disorder.  Herpetic  and  eczematous 
eruptions  are  distinguished  by  their  vesicular  character, 
the  comparative  rapidity  of  their  course,  and  the  color  of 
the  surrounding  integument,  which  is  paler  and  less  infil- 
trated than  in  syphilitic  eruption.  Non-specific  forms  of 
lichen  are  always  accompanied  by  more  or  less  itching. 

In  addition  to  the  so-called  psoriasis  ^'  of  the  hands 
and  feet  already  described,  a  squamous  syphilide  is  men- 
tioned by  some  authors.  This  appearance  is,  however, 
due  to  the  changes  which  a  papular  eruption  sometimes 
undergoes,  and  especially  when  the  cutis  is  considerably  in- 
filtrated. The  desquamation  which  then  occurs  more  or  less 
resembles  that  of  true  psoriasis.  The  trunk,  the  forehead, 
the  scrotum  and  penis,  the  mons  Veneris,  and  the  labia, 
are  the  most  frequent  seats  of  an  eruption  of  this  kind. 
The  spots  are  either  disseminated  or  confluent,  not  very 
prominent,  of  a  reddish-brown  colour,  and  covered  with 
whitish  or  yellowish  pellicles  or  scales.  In  certain  spots, 
such  as  the  hairy  scalp,  the  scales  sometimes  amount  to 
crusts  and  are  arranged  in, a  circular  or  semi-circular  form. 
An  eruption  presenting  some  of  these  appearances  may  be 
mistaken  for  psoriasis  vulgaris.  In  the  latter,  however, 
the  scales  are  far  more  abundant,  are  drier  and  whiter  and 
much  more  easily  separable  ;  the  eruption  most  commonly 
appears  on  the  extensor  aspects  of  the  elbows  and  knees, 
and  is  attended  with  itching.  In  so-called  syphilitic  psori- 
asis the  scales  are  less  abundant,  and  the  eruption  is  not 
spread  over  an  extensive  surface  and  it  may  be  found  on 
any  part  of  the  body.  Other  indications  of  syphilis,  such 
as  glandular  induration  and  loss  of  hair,  are  always  pre- 
sent, and  the  patients  are  usually  debilitated  and  aneemic. 

The  Pustular  Syphilides  are  to  be  regarded  as  an 
advanced  stage  of  the  papular  forms.  The  development  of 
pustules  from  papules  is  sometimes  evident ;  but  in  other 
cases  the  pus  is  so  rapidly  formed  that  the  papular  stage 
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can  scarcely  be  distinguislied.  Pustular  eruptions  are 
less  frequent  than  tlie  roseolous  and  papular  forms  ;  they 
belong  to  the  secondary  and  later  stages  of  syphilis^  and 
are  usually  indicative  of  deterioration  of  the  general 
health.  The  pustules  may  be  few  or  many,  and  they 
may  be  scattered  over  the  body,  or  may  appear  in  groups 
and  in  particular  regions.  They  are  most  frequently  seen 
on  the  scalp  and  face.  Eelapses  are  common.  After 
continuing  for  some  time,  the  pustules  become  converted 
into  dry  crusts  which  fall  off,  exposing  papular  elevations, 
or  ulcers  in  severe  cases.  The  pustular  syphilides  are 
generally  associated  with  marked  glandular  swelling  and 
induration,  and  with  affections  of  the  eyes,  bones  and 
testicles.  Rheumatic  pains  and  various  indications  of  ill 
health  frequently  coexist.  As  the  general  health  improves, 
the  pustules  cease  to  appear,  or  the  eruption  becomes 
more  and  more  papular  in  its  character. 

The  group  of  pustular  syphilides  includes  several  vari- 
eties which  have  been  variously  classified.  The  simplest 
classification  is  that  which  is  based  upon  the  size  of  the 
pustules.  The  first  division  includes  those  forms  in  which 
the  pustules  are  comparatively  large,  and  more  or  less 
resemble  acne,  varicella,  impetigo,  and  ecthyma.  A 
second  division  comprises  the  miliary  pustular  eruptions, 
which  are  to  be  regarded  as  an  advanced  stage  of  the 
miliary  papules. 

(1)  The  acne-form  syphilide  consists  of  small  pointed 
or  rounded  pustules,  the  size  of  a  small  lentil,  and  having 
a  more  or  less  distinctly  papular.,,  bright-red  base.  They 
are  usually  seen  on  the  hairy  scalp,  the  forehead,  back  of 
neck,  shoulders,  loins,  and  gluteal  regions.  The  eruption 
may  assume  either  a  subacute  or  a  chronic  character ;  in 
the  former  case  the  pustules  are  very  rapidly  formed  and 
appear  in  great  numbers,  and  their  development  is  accom- 
panied by  fever  and  other  symptoms  already  described. 
In  the  chronic  cases,  the  eruption  is  at  first  more  decidedly 
papular;  the  apices  of  the  papules  being  subsequently 
converted  into  pustules.    These  are  less  numerous  and 
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appeal'  in  successive  crops,  whicH  are  generally  confined 
to  special  regions  of  tlie  body.  After  a  few  days,  the 
pustules  appear  less  prominent,  and  their  contents  become 
converted  into  yellowish  and  brownish  crusts.  These 
fall  off,  leaving  a  small  papule  or  a  minute  depression,  or 
in  severe  cases  a  superficial  ulcer.  The  eruption  may  last 
for  several  weeks  or  months,  and  relapses  often  occur.  In 
these,  however,  the  pustules  are  generally  larger  and  re- 
semble those  of  ecthyma.  Other  symptoms  often  coexist 
with  an  eruption  of  syphilitic  acne.  If  it  occurs  at  an  early 
period,  there  is  certain  to  be  glandular  enlargement,  and 
traces  of  roseola  and  papular  eruptions  will,  in  all  proba- 
bility, be  present.  The  later  eruptions  of  acne  are  asso- 
ciated with  tubercular  and  gummatous  lesions,  iritis,  dis- 
eases of  the  bones,  &c. 

(2)  The  variola-form  sypMlide. — The  pustules  in  this 
form  somewhat  resemble  those  of  chicken-pox  and  small- 
pox. They  are  at  first  semiglobular  and  afterwards 
become  flattened  or  even  depressed  at  the  centre.  They 
are  usually  large,  sometimes  attaining  the  size  of  a  pea. 
Their  contents,  at  first  clear,  gradually  become  opaque 
and  subsequently  form  brown  or  blackish  crusts.  Each 
pustule  is  surrounded  by  a  coppery-red  areola.  This 
form  is  seen  both  in  acquired  and  in  congenital  syphilis. 
In  the  acquired  disease  the  pustules  occasionally  become 
confluent.  They  are,  however,  usually  scattered ;  and 
are  most  frequently  found  on  the  forehead  and  face,  on 
the  anterior  aspect  of  the  trunk,  and  in  the  groins. 
They  sometimes  accompany,  but  more  often  follow,  an 
eruption  of  roseola.  Their  appearance  is  seldom  at- 
tended by  any  febrile  symptoms.  The  eruption  is  spread 
over  a  period  varying  from  six  weeks  to  as  many  months, 
according  as  it  appears  in  one  or  more  crops.  When  the 
crusts  fall  off,  dark-red  spots  remain  for  some  time.  The 
confluent  variety  has  been  described  as  ^'syphilitic  pem- 
phigus,^' and  in  a  few  rare  cases  an  eruption  of  this  kind 
has  been  noticed  on  the  palms  of  the  hands  and  dorsal 
surface  of  the  fingers  ;  the  pustules  closely  resembling 
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those  of  varicella  and  small-pox.  The  appearance  of  this 
pustular  syphilide  usually  indicates  a  somewhat  severe 
form  of  the  original  disease. 

The  diagnosis  of  this  form  of  syphilide  is  for  the  most 
part  easily  made  ;  varicella  and  small-pox  being  the  only 
diseases  characterised  by  a  similar  eruption.  The  syphi- 
litic pustules  are  more  slowly  developed^  are  less  numerous, 
and  their  eruption  is  ordinarily  unaccompanied  by  febrile 
symptoms.  A  papular  eruption,  which  forms  the  starting 
point  of  the  pustules,  always  coexists.  Pain  in  the  back, 
vomiting,  and  other  indications  of  an  acute  affection  are 
invariably  absent.  The  history  of  the  case  and  the 
presence  of  other  symptoms  of  syphilis  will  establish  the 
diagnosis. 

(3)  Syphilitic  im,petigo  occurs  in  the  form  of  small 
pustules,  sometimes  isolated  and  sometimes  forming 
patches  of  variable  size.  They  begin  as  circumscribed 
dark-red  spots,  as  large  as  a  lentil  or  pea.  The  papules  are 
soon  converted  into  pustules  which,  in  turn,  rapidly  become 
dried  up,  and  form  yellowish  or  brown  crusts.  The  erup- 
tion often  becomes  confluent,  and  is  most  frequently  found 
upon  the  forehead,  scalp,  and  chin,  about  the  mouth 
and  nose,  and  in  the  axillae.  It  is  less  frequently  seen  on 
the  trunk  and  limbs.  A  coppery-red  areola  surrounds 
each  pustule  or  patch.  This  form  is  never  seen  at  an 
early  period  of  the  disease,  i.e.  within  less  than  six  months 
after  the  appearance  of  the  primary  sore.  It  belongs 
rather  to  the  second  or  third  year,  and  this  late  form  of 
the  eruption  is  usually  confluent  and  confined  to  certain 
parts  of  the  body.  In  severe  and  neglected  cases,  the 
separation  of  the  crusts  sometimes  exposes  patches  of 
ulceration,  mostly  of  a  superficial  character ;  and  the 
destructive  process  occasionally  spreads  in  a  serpiginous 
manner.  Syphilitic  impetigo  is  a  chronic  affection,  always 
lasting  for  some  months.  The  confluent  form  is  the  more 
obstinate;  it  occurs  in  cachectic  subjects  and  indicates  grave 
disorder  of  nutrition.  Scrofulous  impetigo  closely  resem- 
bles the  syphilitic  eruption.    In  the  latter,  however,  the 
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coppery-red  areola  is  a  distinguisliing  cliaracteristic . 
Simple  impetigo  is  attended  by  heat  and  itching  of  the 
skin,  and  the  development  of  the  pustules  is  more  rapid 
and  uniform. 

(4)  Syphilitic  ecthyma  is  a  still  more  serious  form  of 
disease  ;  the  pustules  are  larger  than  those  of  impetigo, 
and  are  more  prone  to  be  attended  by  ulceration.  There 
are  two  varieties  of  this  eruption  :  superficial  and  deep. 
The  pustules  vary  in  size,  the  largest  measure  half  an 
inch  in  diameter ;  they  are  either  disseminated  or  collected 
together  in  groups.  They  are  most  frequently  situated 
on  the  lower  extremities  and  on  the  scalp.  The  pustules 
are  rapidly  developed  upon  dark-red  elevated  spots,  and 
their  contents  are  often  dark -coloured,  owing  to  admixture 
of  blood.  Desiccation  takes  place,  and  dark  crusts  are 
formed,  under  which  suppuration  progresses  until  the 
crusts  become  detached.  Koundish  ulcers  are  then  seen 
involving  the  surface  of  the  corium.  In  the  deep  form  of 
ecthyma  the  crusts  are  composed  of  several  strata,  suc- 
cessive layers  being  added  as  the  suppuration  beneath 
continues.  The  crust  thus  becomes  larger  and  thicker, 
and  either  completely  covers  the  ulcer,  or  is  surrounded 
by  a  margin  of  ulceration.  Its  detachment  reveals  more 
or  less  destruction  of  the  corium.  Confluence  of  the  pus- 
tules gives  rise  to  large  and  irregularly-shaped  ulcers, 
which,  in  severe  and  neglected  cases,  continue  to  increase 
after  the  crusts  have  fallen  off.  These  ulcers  are  some- 
times very  obstinate,  and  they  leave  indelible  and  depressed 
cicatrices  which  are  at  first  brownish-red  and  subsequently 
become  white  and  shining.  The  occurrence  of  this  form 
of  ecthyma  indicates  marked  deterioration  of  the  general 
health  ;  the  resulting  suppuration  leads  to  further  exhaus- 
tion and  is  often  attended  by  remittent  febrile  symptoms 
(see  p.  93).  Syphilitic  ecthyma  rarely  appears  before  the 
sixth  month  after  infection ;  it  is  generally  associated  with 
condylomata,  with  affections  of  the  bones  and  periosteum, 
iritis,  &c.    Relapses  often  occur. 

With  regard  to  diagnosis,  the  history  and  co-existing 
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symptoms  must  be  taken  into  consideration.  The  local 
appearances  closely  resemble  those  of  non-specific  ecthyma 
occurring  in  scrofulous  subjects.  The  occurrence  of  the 
eruption  on  the  face  as  well  as  on  the  limbs  points  to  a 
syphilitic  origin. 

The  miliary  imstular  syphilicle  is  to  be  regarded  as  an 
advanced  stage  of  syphilitic  lichen.     Only  a  portion  of 
the  infiltration  to  which  the  papules  are  due  becomes  con- 
verted into  pus,  and  the  pustules  are  therefore  minute 
and  project  but  slightly  above  the  level  of  the  skin.  A 
hair  is  often  found  in  the  apes  of  each  pustule.  Other 
forms  of  eruption,  especially  papules  of  various  sizes,  gene- 
rally co-exist.     The  pustules  are  usually  arranged  in  a 
more  or  less  circular  form  or  in  irregular  patches.  They 
may  be  found  on  any  part  of  the  body  or  scattered  all 
over  the  surface,  but  the  pustules  are  best  developed  on 
the  back.     "^Vhen  confined  to  certain  spots,  the  forehead 
and  neck,  the  mouth  and  nose  and  the  neighbourhood  of 
the  joints,  are  the  parts  most  often  affected.    The  deve- 
lopment of  the  pustules  is  sometimes  attended  by  febrile 
symptoms  ;  it  may  go  on  for  several  weeks  or  even  months, 
the  desiccation  of  one  set  of  pustules  being  accompanied 
by  the  appearance  of  fresh  crops.    After  complete  disap- 
pearance, relapses  are  prone  to  occur,  especially  in  debili- 
tated subjects.    The  course  of  the  eruption  is  always  very 
tedious,  and  obstinate  as  regards  treatment. 

It  may  be  sometimes  difficult  to  distinguish  the  miliary 
pustular  syphilide  from  ordinary  acne  and  from  lichen  in 
scrofulous  subjects.  Other  symptoms,  however,  and  other 
forms  of  eruption  always  accompany  the  first-named  affec- 
tion. There  are  more  decided  signs  of  inflammation  of 
the  skin  in  ordinary  acne ;  the  surrounding  cutis  is  often 
hard,  swollen  and  painful.  In  eruptions  of  lichen,  any 
fluid  that  exudes  is  more  serous  in  character. 

The  affections  hitherto  described  belong,  as  a  general 
rule,  to  the  secondary  stages  of  syphilis ;  but  it  must  be 
remembered  that  many  of  them  also  occur  in  the  form  of 
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relapses^  contemporaneously  with  symptoms  of  the  tertiary 
stage.  It  now  remains  to  consider  the  tertiary  cutaneous 
lesions,  which  are  generally  of  a  far  more  serious  type,  and 
are  developed  in  a  slower  and  more  gradual  manner  (see 
page  22). 

Gummous  and  Tuberculous  Syphilides  (syphilis 
cutanea  nodosa,  gumma  syphiliticum,  syphiloma).  These 
consist  of  formations  jDeculiar  to  syphilis,  and  found  in 
the  cutaneous,  subcutaneous  and  submucous  tissues,  the 
muscles,  the  bones,  the  liver,  the  brain  and  other  internal 
organs.  Gummata  occur  in  the  form  of  nodules  or 
tumours,  varying  in  size  from  that  of  a  pea  to  that  of  a 
small  egg.  Those  connected  with  the  skin  are  circum- 
scribed, and  are  either  superficial  and  project  above  the 
surface,  or  are  more  deeply  seated  and  flattened,  and  form 
no  visible  tumour.  They  can,  however,  often  be  felt  and 
isolated  by  the  fingers.  Superficial  gummata  are  firm  and 
elastic  to  the  touch,  roundish  in  form  and  either  globular 
or  more  or  less  flattened.  Wlien  the  nodules  are  large, 
they  are  generally  few  in  number,  but  small  gummata  are 
often  very  numerous.  Their  place  of  origin  is  either  the 
papillary  layer  of  the  corium,  whence  they  extend  into  the 
subcutaneous  connective  tissue,  or  the  deeper  layers,  their 
further  development  taking  place  towards  the  surface. 
Gummata  connected  with  the  skin  have  therefore  been 
divided  into  two  classes,  cutaneous  and  subcutaneous. 

The  cutaneous  gummata  form  well-defined  nodules  from 
one-sixth  of  an  inch  to  an  inch  in  diameter,  brownish-red 
in  colour,  spherical  in  shape  and  projecting  above  the 
surface  of  the  skin.  The  large  ones  extend  into  the  sub- 
cutaneous connective  tissue.  They  may  occur  in  any  part 
of  the  body,  but  they  are  usually  found  in  distinct  local- 
ities, as  the  face,  scalp,  shoulders,  and  legs.  They  are 
sometimes  arranged  in  groups,  more  or  less  circular  in 
form,  with  a  large  nodule  as  a  centre.  They  are  firm  and 
elastic  to  the  touch,  and  somewhat  painful  on  pressure. 
They  appear  to  form  part  of  the  corium. 

The  subcutaneous  gummata  are  tumours  formed  in  the 
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connective  tissne.  They  vary  in  size,  are  firm  and  elastic 
to  the  touch,  and  at  first  they  neither  project  above  the 
surface  nor  are  they  attaclied  to  the  skin  which  is  readily 
movable  over  them.  As  they  increase  in  size  they  become 
more  or  less  prominent,  and  adherent  to  the  skin.  They 
also  lose  their  spherical  form  and  are  apt  to  become 
flattened  and  less  prominent. 

When  a  gummatous  tumour  has  reached  a  certain  size 
it  usually  remains  unaltered  for  an  indefinite  period;  and 
then  either  undergoes  gradual  absorption  and  disappears, 
or  disintegration  takes  place  and  results  in  the  formation 
of  an  ulcer.  Resolution  begins  in  the  centre,  -whicli 
becomes  soft  and  depressed.  The  softening  extends,  the 
tumour  becomes  less  and  less  perceptible,  and  finally  dis- 
appears. When  disintegration  occurs,  the  skin  over  the 
centre  of  the  tumour  becomes  red  and  sooner  or  later  gives 
way,  and  a  little  sero-purulent  viscid  fluid  escapes.  There 
is  no  abundant  discharge  as  from  an  ordinary  abscess.  The 
walls  of  the  cavity  are  firm  and  resistant,  and  the  cavity 
itself  is  large  compared  with  the  opening,  which  shows  no 
signs  of  closing  until  the  entire  mass  is  softened  and  dis- 
charged. These  processes  go  on  very  slowly  ;  when  they 
are  completed  the  cavity  is  filled  up  by  granulations,  and 
a  cicatrix  forms,  which  is  more  or  less  depressed,  accord- 
ing as  the  nodule  was  more  or  less  deeply  placed.  The 
cicatrix  is  white  and  circular  and  is  often  adherent  to  the 
parts  beneath,  especially  in  the  case  of  nodules  situated 
over  a  boue.  Sometimes  several  openings  form  over  a 
large  gumma. 

Minute  Anatomy. — The  following  account  of  the  minute 
anatomy  of  these  nodules  is  based  mainly  upon  the  descrip- 
tion given  by  Cornil.  A  gumma  or  nodule  is  soft  and 
yielding  to  the  touch,  is  greyish-red  in  colour,  and  contains 
a  small  quantity  of  mucous  or  gummy  fluid.  Although 
these  growths  are  the  most  characteristic  productions  of 
syphilis,  no  special  cellular  elements  have  as  yet  been 
discovered  in  connection  with  them.  In  the  first  stage, 
the  skin  covering  the  nodule  is  slightly  elevated,  but  is 
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not  implicated  in  the  growth.  (Cornil  does  not  recognise 
the  cutaneous  gunimata,  or  rather  he  describes  the  nodules 
which  involve  the  skin  alone  as  tubercles).  The  new 
growth  commences  in  the  adipose  tissue^  and  invades  all 
its  deeper  portions  as  well  as  the  loose  subcutaneous 
connective  tissue.  It  is  at  first  limited  and  distinct, 
though  it  gradually  merges  into  the  healthy  tissue*  The 
growth  consists  of  masses  of  round  cellsj  which  surround 
the  connective  tissue  bundles,  the  ducts  of  the  glands,  the 
adipose  cells,  and  the  vessels.  The  cellular  growth  thus 
infiltrates  all  the  subcutaneous  tissues,  with  the  exception 
of  the  elastic  fibres.  The  cells  are  also  found  in  the 
interior  of  the  capillaries  and  small  veins,  many  of  which 
are  filled  with  coagula  caused  by  obstruction  to  the  circu- 
lation. When  softening  takes  place  the  cellular  elements 
become  granular  and  fatty^  and  the  tumour  becomes  less 
dense  and  finally  disappears.  If  the  superficial  layers  of 
the  skin  are  infiltrated,  perforation  is  very  apt  to  take 
place.  These  gummata  rarely  occur  before  the  second 
or  third  year*  They  may  appear  at  any  subsequent 
period. 

The  Ulcerating  SypMlide  (syphilis  cutanea  ulce- 
rosa).— Syphilitic  cutaneous  and  subcutaneous  infiltra- 
tions, giving  rise  to  the  various  forms  of  papules  and 
nodules  already  described,  may  terminate  either  in  reso- 
lution or  in  processes  of  disintegration  in  which  the 
integument  becomes  involved.  In  the  latter  case  an  ulcer 
results.  Ulceration,  therefore,  is  to  be  regarded  as  a 
phase  of  the  papular,  pustular,  and  gummatous  or  nodular 
formations.  These  ulcers  are  more  or  less  circular  in 
form,  and  are  further  characterised  by  their  sharply- 
defined  infiltrated  margin,  which  is  often  undermined. 
A  yellow  or  grey  exudation  adheres  to  the  floor  and 
tends  to  become  dry  and  form  crusts.  The  secretion  is 
usually  abundant,  and  inasmuch  as  the  healing  process  is 
very  slow,  these  crusts  are  often  found  to  be  composed  of 
layers  more  or  less  thick  and  numerous. 

The  extent  to  which  the  ulcerative  process  advances  is 
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influenced  by  the  course  of  tlie  infiltration  of  whicli  it  is 
a  consequence.  Once  set  up,  the  disintegration  spreads 
until  the  whole  of  the  new  formation  is  involved.  It  then 
ceases ;  but  if  the  infiltration  advances,  the  ulceration 
follows  in  its  train.  Hence  it  happens  that  these  ulcers 
are  often  serpiginous.  They  begin  in  a  single  nodule, 
and  are  at  first  circular;  if  adjacent  nodules  are  the  seat 
of  similar  processes,  the  ulceration  spreads  from  one  to 
the  other,  until  large  tracts  of  skin  are  involved.  Such 
ulcers  often  have  a  reniform  shape,  owing  to  the  progress 
of  the  infiltration  at  one  portion  of  the  circumference. 
At  the  part  where  the  infiltration  ceases  cicatrisation 
takes  place. 

The  appearances  are  somewhat  different  in  the  case  of 
ulcers  the  result  of  disintegration  of  the  deeper  or  sub- 
cutaneous gummata.  Here  the  process  is  more  deeply 
seated,  and,  unless  large  portions  of  the  skin  are  impli- 
catedj  the  first  appearances  are  those  of  an  abscess  rather 
than  of  an  ulcer.  A  small  circular  opening  leads  into  a 
cavity,  the  size  of  which  depends  upon  that  of  the  gumma. 
The  opening  continues  to  discharge  semi-purulent  viscid 
matter,  until  the  whole  of  the  infiltration  is  removed.  If 
the  gumma  be  large,  there  may  be  several  openings, 
separated  from  each  other  by  narrow  and  reddened  strips 
of  integument ;  and  if  these  become  destroyed,  a  large 
irregularly  shaped  ulcer  is  the  result.  Such  ulcers  may 
remain  in  an  indolent  condition  for  some  months,  no 
reparative  process  taking  place  until  the  infiltration  is 
removed.  When  granulations  are  formed,  they  sometimes 
become  exuberant  and  thus  retard  cicatrisation.  The 
cicatrices  are  at  first  livid,  but  gradually  become  paler, 
and  are  surrounded  by  a  brownish  or  coppery  areola. 
When  some  time  has  elapsed,  they  become  white,  smooth 
and  dry,  and  can  be  easily  distinguished  from  the  sur- 
rounding skin.  Little  if  any  contraction  takes  place,  so 
that  deformity  is  rarely  produced.  The  cicatrices,  how- 
ever, are  very  apt  to  give  way  and  to  become  the  seat  of 
fresh  ulceration.    When  the  ulceration  has  been  seated 
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over  a  bone,  the  cicatrix  becomes  adherent  to  the  perios- 
teum. 

The  so-called  rupia  syphilitica  depends  upon  a  process 
of  ulceration  similar  to  that  just  described^  but  the  secre- 
tions from  the  ulcer  rapidly  become  dry  and  form  adherent 
crusts,  while  the  infiltration  extends  from  the  margin  and 
is  succeeded  by  disintegration  and  ulceration.  The  crusts 
of  rupia  are  thus  formed.  There  is  first  an  isolated 
nodule,  the  centre  of  which  ulcerates ;  the  pus  dries  up' 
and  forms  a  dirty  yellowish -brown  crust,  which  again  is 
surrounded  by  a  margin  of  gummatous  infiltration.  A 
second  gummatous  zone  is  formed  whilst  the  first  is  under- 
going molecular  disintegration.  The  central  crust  is 
somewhat  raised  and  increased  in  thickness  by  the  newly 
formed  pus,  and  the  new  zone  forms  a  yellowish  s6it  crust 
which  surrounds  the  central  portion.  A  third  gumraatous 
zone  is  superadded  which  in  its  turn  gives  way  aiid  forms 
a  crust.  The  ulcer  is  thus  covered  by  a  conical  larriinated 
mass,  the  central  and  older  portion  of  which  is  thick,  dry 
and  brownish-black  in  colour;  the  peripheral  portions 
being  softer,  thinner  and  lighter  in  colour,  and  surrounded 
by  a  margin  of  infiltration.  There  is  nothing  peculiar  to 
syphilis  in  the  appearance  of  these  crusts  ;  a  similar  pro- 
cess may  sometimes  be  observed  in  non-syphilitic  erup- 
tions. When  the  crusts  are  removed,  as  by  poulticing, 
an  ulcer  remains  with  a  gummatous  infiltration  as  its  base. 
It  sometimes  happens  that  before  the  skin  Covering  a 
nodule  gives  way,  a  group  of  vesicles  appears  in  the  form 
of  a  circle.  Their  contents  become  purulent  and  subse- 
quently dry,  and  the  crusts  thus  formed  adhere  to  the 
central  crust.  This  eruption  has  been  described  as  a 
form  of  pemphigus.  Eupial  ulceration  is  a  sign  of  pro- 
found cachexia ;  it  is  sometimes  a  forerunner  of  cerebral 
and  spinal  symptoms  (see  pages  26  and  69). 

Syphilitic  ulceration  due  to  gummatous  infiltration 
presents  certain  peculiarities  connected  with  the  places  in 
which  it  appears.  The  leg  is  more  often  affected  than  any 
other  part  of  the  body.     Next  in  order  of  frequency  come 
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the  forearm  and  thigli.  The  neighbourhood  of  the  joints 
is  particularly  liable  to  be  attacked ;  but  in  these  parts 
the  ulceration  is  generally  of  a  superficial  character,  being 
due  to  cutaneous  gummata.  The  disintegration  of  subcu- 
taneous gummata,  which  are  most  common  in  the  middle 
third  of  the  leg,  gives  rise  to  much  more  serious  ulcera- 
tion, often  of  a  very  chronic  character,  and  complicated  by 
new  gummatous  formations,  erysipelas,  periostitis,  &c.  In 
severe  cases,  large  portions  of  the  surface  of  the  leg  may 
be  covered  with  nodules  or  tubercles  in  various  stages, 
some  recent,  others  ulcerating  or  in  process  of  cicatrisation, 
while  the  skin  between  them  is  thickened  and  inflamed. 
The  bone  becomes  enlarged,  either  uniformly  or  as  a  result 
of  distinct  out-growths.  A  condition  resembling  elephan- 
tiasis may  become  developed  in  course  of  time. 

Gummatous  ulcers  of  the  arm  and  forearm  are  less 
common,  but  they  are  sometimes  seen  in  the  neighbourhood 
of  the  elbow-joint  and  on  the  back  of  the  hand.  The 
ulceration  is  for  the  most  part  superficial,  and  the  cicatrices 
do  not  interfere  with  the  movements  of  the  joints.  Sub- 
cutaneous gummata  on  the  forearm  may,  however,  give 
rise  to  deep-seated  ulceration. 

The  face  and  scalp  are  often  the  seat  of  syphilitic  ulce- 
ration, consequent  upon  pustular  eruptions  or  the  disinte- 
gration of  cutaneous  and  subcutaneous  gummata.  Ulcers 
may  occur  on  any  part  of  the  face,  but  the  nose,  forehead, 
and  region  of  the  mouth  are  most  commonly  attacked. 
Nodules  or  tubercles  of  a  brownish-red  colour,  and  grouped 
together  in  various  ways,  appear  on  the  sides  of  the  nose 
and  adjoining  poi'tions  of  the  face.  Suppuration  takes 
place  and  ulcers  form,  some  of  which  may  penetrate 
deeply  and  destroy  portions  of  the  nasal  cartilages,  or 
even  the  whole  of  these  structures.  If  the  mucous  mem- 
brane of  the  nose  be  at  the  same  time  affected,  the 
destruction  is,  of  course,  more  extensive  and  rapid.  The 
bony  framework  of  the  nose  is  apt  to  become  involved  and 
necrosis  results. 

Gummata  of  the  scalp  give  rise,  by  their  disintegration. 
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to  uloers  of  various  forms,  at  first  somewhat  circular,  but 
often  becoming  reniform.  These  are  generally  arranged 
in  groups,  and  as  tlieir  edges  are  more  or  less  under- 
mined (a  condition  characteristic  of  syphilitic  ulceration), 
it  sometimes  happens  that  adjacent  ulcers  communicate 
with  each  other  beneath  the  strips  of  integument.  When 
these  latter  give  way  the  ulcers  become  confluent.  Their 
secretion  forms  brown  crusts,  which  extend  beyond  the 
edges  of  the  ulcers  and  cause  the  hairs  to  become  matted 
tog'ether.  Large  portions  of  the  integuments  of  the 
scalp  may  thus  be  destroyed.  In  rare  cases  the  ulcera- 
tion leads  to  necrosis  of  the  bones. 

Syphilitic  ulcers  on  the  trunk,  due  to  gummata  and 
nodules,  are  most  frequently  found  on  the  back  and  in 
the  gluteal  regions.  They  are  mostly  superficial ;  the 
nodules  appear  in  circles  or  groups,  suppuration  takes 
place,  and  ulcers  are  formed.  Deeply-seated  gummata  in 
the  connective  tissue  of  the  gluteal  regions  may  result  in 
the  formation  of  large  irregular  cavities,  with  sinuses 
leading  in  various  directions.  Gummata  are  more  fre- 
quently developed  in  the  gluteus  maximus  than  in  any 
other  muscle. 

The  Pigmentary  SypMlide. — This  term  has  been 
applied  to  certain  brown  patches,  apparently  caused  by 
deposit  of  pigment,  and  noticed  in  persons  the  subjects  of 
syphilis.  These  discolorations  have  been  described  by 
several  authors  as  a  specific  exanthem,  due  to  the  direct 
efliect  of  the  syphilitic  poison,  and  disappearing  under 
anti- syphilitic  treatment.  The  patches  are  of  a  dirty- 
brown  or  brownish -yellow  colour,  irregular  in  shape,  some 
isolated  and  others  united  at  several  points,  with  small  por- 
tions of  healthy  skin  between  them.  According  to  another 
view,  these  white  portions  are  places  from  which  the 
pigment  has  disappeared.  The  spots  are  for  the  most  part 
smooth  and  dry,  not  elevated  above  the  surrounding  skin, 
and  not  very  sharply  defined.  They  cause  no  itching  or 
other  disagreeable  sensation,  they  continue  for  a  long 
period  without  change  and  show  no  signs  of  desquaroatiou. 
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The  most  frequent  seats  of  tliese  patches  are  the  sides  of 
the  neck,  the  cliest,  and  the  face.  They  are  said  to  be 
of  spontaneous  origin,  and  not  the  results  of  a  roseolous 
or  other  well-recognised  cutaneous  affection.  It  is,  how- 
ever, extremely  doubtful  whether  these  spots  have  any 
necessary  connection  with  syphilis.  They  are  not  invari- 
ably influenced  by  specific  treatment,  and  they  are  not 
dependent  upon  cellular  formation.  They  resemble  the 
anomalous  pigmentary  marks  and  spots  which  frequently 
appear  in  pregnant  women,  and  in  women  suffering  from 
uterine  derangements. 
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CHAPTER.  IX 

SYPHILITIC  AFFECTIONS  OF  THE  HAIE  AND  NAILS 

Alopecia  Syphilitica. — I^oss  of  the  hair  is  a  frequent 
symptom  of  constitutional  syphilis.     It  is  generally  asso- 
ciated with  the  early  forms  of  eruption,  and  is  sometimes 
preceded  by  severe  headache.     The  hair  is  observed  to 
lose  its  glossiness  and  to  fall  out  freely  when  combed. 
Not  only  the  hair  of  the  head,  but  that  of  the  beard  and 
moustache^  the  eyebrows,  the  eyelashes,  and  the  hair  of  the 
pubes  and  axills9  may  be  thus  affected.     The  loss  may  be 
rapid  or  more  or  less  chronic  in  its  progress.     The  hair 
does  not  fall  out  in  any  particular  part  of  the  head,  but 
the  loss  is  either  uniformly  distributed,  so  that  the  hair 
becomes  thin,  or  it  occurs  in  irregnilarly  scattered  patches. 
This  latter  form  is  the  less  frequent.     In  most  cases  the 
baldness  is  not  very  marked,  and  it  is  rarely  permanent. 
There  is  no  visible  change  in  the  skin  in  this  form  of 
alopecia.     It  sometimes  happens  that  only  the  beard  and 
moustache,  or  only  one  of  these,  are  affected.     Loss  of  hair 
of  course  occurs  as  a  result  of  syphilitic  ulceration  of  the 
scalp,  chin,  &c.     In  this  case  the  bald  spots  are  the  scars 
left  by  the  ulcers.     Even  without  ulceration  the  loss  of 
hair  is  sometimes  very  considerable  in  much  debilitated 
subjects.     In  these  cases,  however,  new  hairs  are  pro- 
duced as  soon  as  the  general  condition  has  become  im- 
proved, and  in  this  respect  syphilitic  alopecia  resembles 
the  loss  of  hair  which  is  frequently  observed  after  typhoid 
fever  and  other  exhausting  diseases.     Eestoration  takes 
place  more  rapidly  in  young  than  in  old  subjects.  Both 
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sexes  are  equally  liable  to  alopecia  as  a  result  of  syphilis. 
The  coudition  has  been  unjustly  attributed  to  the  use  of 
mercury,  but  it  has  been  repeatedly  observed  in  cases  in 
which  this  remedy  has  not  been  used,  and  it  is  almost 
invariably  benefited  by  mercurial  treatment. 

There  is  little  difficulty  in  the  diagnosis.  Other  sym- 
ptoms, especially  glandular  enlargement,  are  always  pre- 
sent at  the  same  time. 

The  treatment  consists  in  the-  local  application  of  the 
Unguent.  Hydrarg.  Oxid.  Rub.  and  the  internal  exhibi- 
tion of  mercury. 

Syphilitic  Affections  of  the  Nails. — These  occur  in 
two  principal  forms.  In  the  first  of  these  inflammation 
and  ulceration  take  place  in  the  skin  immediately  sur- 
rounding the  nail,  which  is  consequently  destroyed  or 
becomes  detached  (paronychia) .  In'  the  second  form, 
the  nail  itself  is  the  seat  of  certain  changes,  the  sur- 
rounding parts  being  far  less  affected  (onychia). 

In  paronychia  syphilitica  the  mischief  may  be  confined  to 
the  root  of  the  nail,  to  the  part  of  the  border  corresponding 
to  the  lunula,  or  it  may  extend  along  the  entire  edge.  In 
either  case  the  skin  becomes  reddened,  swollen,  and  painful, 
and  projects  over  the  root  of  the  nail.  The  swelling  may 
subside  and  gradually  disappear,  but  in  most  cases  a  large 
vesicle  is  formed,  the  epidermis  being  raised  by  sero- 
puruleut  fluid.  A  superficial  ulcer,  of  varying  extent, 
results  from  the  detachment  of  the  epidermis.  In  severe 
cases  the  matrix  of  the  nail  becomes  involved  and 
destroyed  by  the  ulcerative  process,  which  gives  rise  to 
intense  pain.  The  nail  then  loses  its  transparency,  be-, 
comes  dull  and  brittle,  and  by  degrees  separates  from 
the  matrix.  As  a  general  rule,  a  new,  though  somewhat 
imperfect,  nail  is  formed.  If  the  ulceration  has  involved 
the  whole  of  the  matrix  no  new  formation  will  take  place, 
but  a  few  small  patches  of  horny  substance  may  appear 
in  the  course  of  time.  Detachment  of  the  nails  in  cases 
of  syphilis  is  sometimes  brought  about  in  another  way, 
A  moist  papule  forms  on  the  skin  at  the  border  of  the 
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nail,  and  gradually  extends  to  the  matrix,  thus  separating 
the  nail  from  its  bed.  Disintegration  of  the  papule 
softens  the  nail  and  facilitates  its  detachment.  These 
moist  papules  are  more  common  on  the  toes  than  on  the 
fingers ;  the  difference  in  this  respect  is  probably  owing 
to  the  moisture  of  the  former  parts  and  the  pressure  of 
the  shoes.  The  appeara^nce  may  closely  resemble  that  of 
an  in-growing  toe-nail.  Paronychia  syphilitica  is  gene- 
rally associated  with  some  form  of  pustular  eruption. 

Onychia  syphilitica  is  characterised  by  alterations  in 
the  texture  of  the  nail,  without  any  marked  affection  of  the 
surrounding  parts.  It  may,  however,  be  doubted  whether 
it  ever  happens  that  the  nails  alone  are  involved;  it  is  more 
probable  that  the  changes  they  undergo  are  really  due  to 
lesions  of  the  matrix  or  adjoining  integument.  The  altera- 
tions which  are  seen  in  both  finger-nails  and  toe-nails  are 
of  several  kinds.  In  one  form  the  nail  loses  its  colour  and 
lustre,  and  numerous  white  specks  make  their  appear- 
ance ;  these  are  due  to  lesions  of  the  matrix  which  inter- 
fere with  the  nutrition  of  the  nail.  Slight  pressure 
against  the  free  edge  of  the  nail  causes  pain.  In  more 
severe  forms  the  nail  undergoes  further  alterations  of 
structure,  it  becomes  opaque,  brittle,  and  rough ;  its 
growth  may  entirely  cease,  in  which  case  its  posterior 
border  becomes  free  and  separate  from  the  matrix,  while 
its  free  border  is  split  and  cracked  ;  its  surface  presents 
numerous  ridges  and  furrows  ;  detachment  of  the  nail 
eventually  takes  place.  Any  new  nail  that  forms  is 
rough,  more  or  less  grooved,  and  irregular  in  shape.  In 
other  cases  the  nail  remains,  but  its  free  border  becomes 
thickened  and  split,  and  breaks  off  in  layers.  Syphilitic 
onychia  is  often  associated  with  psoriasis  palmaris. 
Eczema,  psoriasis,  and  other  non-specific  skin  affections 
sometimes  cause  lesions  of  the  nails  resembling  those  due 
to  syphilis.  The  diagnosis  can  be  made  only  by  the  aid 
of  the  previous  history  of  the  case. 

The  treatment  of  syphilitic  affections  of  the  nails  con- 
sists in  the  careful  administration  of  mercury  internally. 
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and  the  application  of  various  local  remedies.  In  mild 
cases  of  paronychia  it  will  be  sujSicient  to  poultice  Llie 
part  at  first  and  subsequently  to  apply  mercurial  ointment 
or  black  wash.  When  the  ulceration  is  severe,  iodoform 
in  very  fine  powder  should  be  applied  with  a  camel-hair 
brush.  The  diseased  matrix  sometimes  throws  out  fungous 
granulations ;  these  may  be  reduced  by  fipplying  Liquor 
Potassee,  sulphate  of  copper,  or  nitrate  of  silver.  The 
pain,  which  is  often  a  very  prominent  symptom  of  the 
ulceration,  may  be  relieved  by  ointments  containing  opium 
or  belladonna.  Syphilitic  onychia  requires  no  special 
local  treatment ;  the  nail  should  be  protected  from  injury 
and  carefully  trimmed.  If  separation  takes  place,  mercu- 
rial ointment,  diluted  with  one  or  two  parts  of  vaseline, 
may  be  applied  to  the  matrix.  Forcible  removal  of  the 
nails,  for  syphilitic  onychia,  as  practised  by  some  surgeons, 
is,  in  my  opinion,  quite  unnecessary,  and  therefore  un- 
justifiable. Not  long  ago,  a  patient  consulted  me  as  to 
whether  evulsion  of  his  thumb-nail  was  necessary,  the 
operation  having  been  suggested  by  a  distinguished  sur- 
geon, who  had  previously  removed  the  patient^s  forefinger- 
nail.  I  advised  the  patient  not  to  submit  to  the  operation, 
but  to  apply  ointment  of  red  oxide  of  mercury,  and  to 
take  iodide  of  potassium.  Under  this  treatment  healtliy 
action  was  set  up,  and  the  nail  resumed  its  normal  appear- 
ance. 
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CHAPTER  X 

SYPHILIS   OP   THE   MUCOUS  MEMBRANE 

Peimary  syphilitic  affections  of  the  mucous  membrane 
are  the  consequences  of  the  direct  action  of  the  virus 
upon  a  given  part.  The  lesions  now  to  be  considered 
are  due  to  the  presence  of  the  virus  in  the  blood,  and  are 
not  confined  to  the  genital  organs,  lips,  and  mouth,  but 
may  occur  in  any  mucous  surface,  some  parts  being  more 
liable  to  be  affected  than  others.  A  description  will  first 
be  given  of  those  lesions  of  the  alimentary  canal  and 
respiratory  tract  which  are  discoverable  on  examination. 

General  Characters  op  Syphilitic  Appections  op  the 
Mucous  Membrane. — The  month  and  throat  are  the  parts 
most  commonly  affected,  and  the  lesions  often  co-exist  with 
the  cutaneous  manifestations  to  which  they  bear  a  certain 
resemblance  as  regards  their  development,  general  char- 
acter, and  course.  Like  the  cutaneous  affections,  certain  of 
the  mucous  lesions  occur  at  aii  early  period,  while  others 
appear  at  later  stages.  Those  belonging  to  the  former  class 
are,  as  a  general  rule,  of  a  more  superficial  character,  and 
run  their  course  without  severe  or  permanent  destruction  of 
tissue.  The  later  lesions  are  far  more  severe  and  destruc- 
tive, and  are  often  of  a  very  chronic  character,  sometimes 
continuing  for  many  years  after  all  cutaneous  manifestations 
have  disappeared,  and  constituting  the  only  indication  of 
the  existing  disorder. 

The  syphilitic  lesions  of  the  mucous  membranes  ai-e, 
however,  not  to  be  regarded  as  exactly  akin  to,  or  a 
reproduction  of  the  cutaneous  eruptions.  The  anatomical 
structure  of  mucous  membranes  differs  considerably  from 
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that  of  tlie  integument,  as  regards  vascularity  and  the 
arrangement  and  form  of  the  glands.  Mucous  membranes 
are,  moreover,  kept  constantly  moist  by  their  secretion. 
These  differences  are  sufficient  to  account  for  the  dis- 
tinctions which  exist  between  the  cutaneous  and  mucous 
lesions. 

Syphilis  appears  in  the  mucous  membranes  in  three 
distinct  forms  :  (a)  diffuse  erythema,  (6)  papules,  and  (c) 
gummatous  tubercles  or  nodules.  Pustular  eruptions 
are  not  observed  on  mucous  membranes  as  a  result  of 
syphilis. 

Erythema  of  the  mucous  membrane  is  manifested  by 
swelling  of  the  part  and  a  sharply  defined  redness  diffused 
over  a  greater  or  less  extent  of  surface ;  whitish  patches 
and  small  erosions  are  often  distributed  over  the  reddened 
surface.  At  first  the  part  is  dry  and  sore,  but  it  subse- 
quently becomes  covered  with  mucous  secretion.  The 
amount  of  swelling  varies  ;  sometimes  it  is  but  slight,  but 
there  is  generally  considerable  oedema  when  parts  such  as 
the  uvula,  tonsils  and  larynx  are  affected.  Erythema  is 
an  indication  of  recent  infection ;  it  is  always  accompanied 
by  other  early  symptoms  such  as  glandular  induration, 
syphilitic  roseola,  &o.  Its  duration  varies  from  a  few  days 
to  several  weeks.  In  the  throat  it  is  ordinarily  more 
severe  and  more  common  in  persons  liable,  from  their 
occupations  and  other  causes,  to  suffer  from  ordinary 
catarrh  of  that  part.  Relapses  are  frequent,  and  in  these 
cases  a  papular  cutaneous  eruption  sometimes  co-exists 
with  the  erythema. 

Papular  Eruptions  of  Mucous  Membranes. — These 
differ  in  form  from  the  papular  cutaneous  eruptions  and 
from  the  moist  papules  previously  described.  They  are 
found  on  the  mucous  membrane  of  the  mouth,  nose, 
throat  and  larynx  ;  on  that  of  the  vulva,  vagina  and 
vaginal  portion  of  the  uterus,  at  the  orifices  of  the  urethra 
and  anus,  and  on  the  inner  layer  of  the  prepuce.  They 
are  for  the  most  part  flat  and  superficial,  projecting  but 
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little  above  tlie  level  of  the  adjacent  surface.  They  are 
also  less  developed  tlian  the  cutaneous  papules.  Small 
reddened  spots  are  first  seen,  and  on  these  the  papules 
gradually  appear.  If  left  to  themselves,  they  become 
covered  with  a  whitish  pellicle,  resembling  the  mark  pro- 
duced by  a  slight  application  of  nitrate  of  silver.  Such 
papules  have  received  the  name  of  -plaques  opalines.  This 
opaline  pelHcle  frequently  becomes  detached,  leaving  a 
reddened  spot  or  erosion,  very  apt  to  bleed  on  the  slightest 
irritation.  The  papules  may  disappear  by  absorption,  or 
may  undergo  further  changes.  They  may  become  con- 
verted into  small  ulcers,  with  irregular  edges  and  uneven 
surfaces,  on  which  granulations  subsequently  appear. 
These  ulcers  are  sometimes  covered  with  greyish  or 
yellowish-white  patches  resembling  aphthae.  In  other 
cases,  small  pointed  growths  spring  up  from  the  papules. 
Rhagades  or  fissures  are  another  result  of  papular  erup- 
tions of  mucous  membranes.  These  are  frequently  seen 
at  the  margins  of  the  tongue,  and  at  the  orifices  of  the 
nostrils  and  anus. 

The  eruption  of  the  papules  on  mucous  membranes  is 
sometimes  accompanied  by  pain  and  soreness,  which,  how- 
ever, soon  subside  unless  ulceration  or  fissures  occur.  If 
left  to  itself,  the  eruption  pursues  a  very  tedious  course  ; 
fresh  crops  of  papules  appearing  from  time  to  time.  The 
papules,  however,  completely  disappear  in  the  course  of 
time,  no  cicatrix  remaining,  unless  ulceration  has  occurred. 
When  this  latter  prooess  has  taken  place,  the  part 
affected  becomes  extremely  painful,  and  its  function  may 
be  seriously  interfered  with.  Thus  ulcerating  papules  on 
the  lips,  tongue,  or  tonsils,  interfere  more  or  less  with 
speaking  or  swallowing,  and  often  cause  severe  pain  and 
profuse  flow  of  saliva.  Certain  mechanical  and  other 
causes  appear  to  induce  the  development  of  papules  in 
syphilitic  subjects.  Thus,  they  are  especially  apt  to 
appear  on  the  lips  and  tongue  of  smokers  ;  on  the  lips  of 
glass-blowers  and  on  the  genital  organs  in  persons  of  dirty 
habits.     Relapses  are  of  frequent  occurrence. 
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The  Development  of  Gummatous  Tubercles  or 

Nodules  in  the  raucous  membranes  and  submucous  tissue, 
is  similar  to  the  process  which  occurs  in  the  integument. 
These  growths  are  found  in  the  mucous  membrane  of  the 
mouth  and  lips,  on  the  tonsils,  velum,  and  palate,  at  the 
back  of  the  throat,  and  on  the  borders  of  the  tongue. 
They  are  also  found  in  the  nose,  pharynx  and  larynx,  and 
in  the  rectum  and  other  portions  of  the  bowels.  A  small 
nodule  makes  its  appearance,  and  gradually  increases  in 
size  until  it  becomes  as  large  as  a  pea  or  a  bean,  and 
projects  above  the  surface  as  a  distinct,  though  not  well- 
defined  tumour.  Its  growth  gives  rise  to  little  or  no  pain. 
It  does  not  assume  a  decidedly  spherical  or  globular  form, 
like  that  of  the  cutaneous  lesions,  with  which  it  is 
identical  in  structure,  but  it  is  somewhat  flattened  and  not 
circumscribed.  Resolution  may  take  place  and  the 
growth  may  disappear ;  on  the  other  hand,  a  process  of 
molecular  disintegration  may  be  set  up,  with  ulceration  as 
a  result.  In  the  latter  case,  much  loss  of  tissue  may  be 
caused,  especially  in  such  parts  as  the  uvula  and  soft 
palate.  The  healing  of  the  ulcers  may  likewise  cause 
considerable  deformity  and  contraction  of  tubular  organs, 
as  in  the  pharynx,  larynx,  and  rectum.  When  the 
affected  mucous  membrane  is  adjacent  to  cartilage  and 
bone,  various  destructive  processes,  e.g.  periostitis, 
followed  by  caries  or  necrosis,  are  common  results.  Such 
a  consequence  of  the  development  and  disintegration  of 
gummatous  growths  in  the  mucous  membrane  is  fre- 
quently seen  in  the  nose.  Sometimes,  however,  the 
process  begins  in  the  periosteum,  cartilage  or  bones,  and 
extends  from  these  towards  the  surface. 

Syphilis  op  the  Mucous  Membrane  of  the  Mouth  and 
Throat. — 'Having  now  given  a  general  account  of  the  forms 
in  which  syphilis  appears  in  mucous  membranes,  it  remains 
to  consider  the  special  local  symptoms  and  peculiarities. 
Syphilitic  affections  of  the  mucous  membrane  of  the 
mouth  and  throat  take  the  form  of  (a)  erythema  (&)  papules 
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and  (c)  gummata.  The  erythema  may  occur  in  an  acute, 
or  a  chronic  form. 

Acute  Syphilitic  Angina  often  appears  at  the  same 
time  with  the  first  cutaneous  manifestation  ;  but  it  is  not 
of  such  common  occurrence  as  the  latter  affection.  The 
patient  complains  of  uneasiness,  soreness,  or  more  or  less 
pain  in  the  throat,  especially  on  swallowing.  On  exami- 
nation, the  mucous  membrane  of  the  throat  is  found  to  bo 
red  and  swollen,  and  these  appearances  may  be  of  a 
superficial  and  slight  character,  or  indicative  of  a  more 
intense  form  of  inflammation.  The  soft  palate  is  espe- 
cially implicated,  and  the  redness  generally  extends  in  a 
uniform  manner  over  the  pillars  of  the  fauces,  tonsils  and 
back  of  the  throat.  The  inflammation  sometimes  extends 
to  the  Eustachian  tube,  and  causes  deafness  and  noises  in 
the  ears.  Extension  to  the  larynx  may  take  place,  and 
cause  hoarseness  or  loss  of  voice.  After  continuing  in 
this  state  for  a  day  or  two,  the  redness  becomes  less 
marked ;  the  swelling  increases  and  the  mucous  mem- 
brane looks  dull  and  somewhat  opaque. 

These  appearances  may  either  subside  or  become 
aggravated.  In  the  latter  case,  the  mucous  membrane, 
especially  of  the  more  prominent  parts,  such  as  the  pillars 
of  the  fauces  and  the  velum,  becomes  still  more  swollen, 
and  the  latter  structure  is  found  stiffened  and  fixed  by 
the  infiltration.  The  tonsils  are  swollen  and  project  into 
the  throat  as  hard  nodulated  swellings,  covered  with  more 
or  less  secretion.  Small  vesicles  make  their  appearance 
on  the  surface  of  the  inflamed  mucous  membrane.  These 
consist  of  the  inflamed  and  distended  follicles,  and  are 
often  converted  into  small  ulcers.  The  surface  of  the 
tonsils  is  also  prone  to  become  ulcerated,  and  in  these 
parts  the  process  may  extend  to  a  considerable  depth. 
Ulcers  of  the  velum  sometimes  extend  through  its  sub- 
stance, and  lead  to  perforation. 

Diagnosis. — The  symptoms  of  syphilitic  angina  closely 
resemble  those  of  ordinarv  catarrhal  inflammation  of  the 
throat.     An  abrupt  line  of  demarcation  is  to  some  extent 
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cliaracteristic  of  the  former  affection,  but  tlie  diagnosis 
will  depend  mainly  upon  the  history  of  the  case  and  the 
co-existence  of  other  symptoms.  Glandular  enlargement 
will  invariably  be  present,  and  in  most  cases  there  will  be 
a  roseolous  or  papular  eruption  on  the  skin.  The  angina 
of  scarlatina  is  ordinarily  accompanied  by  a  more  severe 
degree  of  fever. 

Papular  Eruptions  on  the  mucous  membrane  of  the 
mouth  vary  in  form  according  as  they  are  developed  from 
normal  papillae,  or  result  from  infiltration  of  the  follicles. 
In  the  former  case  they  constitute  firm  elevations, 
resembling  small  warts ;  in  the  latter,  they  consist  of 
roundish  or  irregularly  shaped  nodules.  The  arches  of 
the  palate,  the  tonsils,  and  the  inner  surface  of  the  cheeks 
are  the  parts  most  commonly  affected.  These  structures 
are  usually  swollen  and  painful  before  the  papules  appear ; 
but  the  latter  may  sometimes  be  found  in  the  absence  o£ 
any  other  local  symptoms.  If  the  inflammation  be  of  a 
diffuse  character,  the  papules  may  be  scarcely  recognis- 
able. They  are,  as  a  general  rule,  most  conspicuous,  and 
often  confluent,  on  the  velum  and  anterior  arch  of  the 
palate.  As  the  case  proceeds,  the  papules  may  disappear 
by  resolution,  with  some  amount  of  superficial  disin- 
tegration in  which  the  epithelium  is  converted  into 
opaque  grey  pajtches.  Superficial  erosions,  or  even  ulcers, 
are  often  caused  by  the  detachment  of  these  patches,  and 
when  the  papules  are  confluent,  ulcers  of  considerable  size 
may  be  thus  originated.  Such  ulcers  are  frequently  seen 
on  the  tonsils,  and  they  give  rise  to  much  pain,  swelling, 
and  difl&culty  of  swallowing.  The  ulcerated  surface  is 
also  covered  with  more  or  less  epithelial  debris,  the  decay 
of  which  communicates  a  foul  odour  to  the  patient's 
breath. 

Gummatous  Tubercles  or  Nodules  are  developed  in 
several  parts  of  the  throat ;  but  the  hard  and  soft  palate, 
the  uvula  and  the  tonsils  are  their  most  frequent  seats. 
Gummatous  formations  in  these  parts  may  be  either  of 
a  circumscribed  or  of  a  diffuse  character,  and  they  belong 
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to  the  later  stages  of  syphilis.  Their  development  is 
attended  by  little  or  no  pain.  At  one  or  more  spots,  a 
small  nodule  makes  its  appearance ;  or  the  mucous 
membrane  becomes  reddened  and  thickened  over  a  small 
portion  of  its  area.  The  infiltration  sometimes  takes  place 
in  the  sub-mucous  tissue.  These  nodules  and  infiltrations 
rarely  become  absorbed ;  molecular  disintegration  with 
ulceration  is  the  most  frequent  course.  The  form  of 
the  ulcer  varies,  according  as  the  process  begins  on  the 
surface  or  in  the  interior  of  the  nodule.  In  the  former 
case  the  ulcer  will  be  of  a  superficial  character,  with  infil- 
trated edges  and  base ;  in  the  latter,  a  cavity  is  formed, 
much  more  extensive  than  the  superficial  opening.  Ulcera- 
tion due  to  gummata  in  the  structures  of  the  mouth  and 
throat  is  often  of  a  very  serious  character,  and  leads  to  such 
consequences  as  loss  of  the  soft  palate,  caries  of  the  bones 
in  the  roof  of  the  mouth,  destruction  of  portions  of  the 
tongue,  &c.  Gummata  in  the  hard  palate  sometimes  give 
rise  to  ulcers  which  become  confluent  and  extend  over  the 
whole  surface.  Necrosis  of  the  subjacent  bones  is  the 
almost  inevitable  result.  If  the  process  commences  in  the 
submucous  tissue  of  the  hard  palate,  the  disintegration  is 
apt  to  extend  in  both  directions,  and  the  bone  becomes 
perforated. 

In  the  soft  palate  and  pillars  of  the  fauces  gummatous 
formations  occur  in  the  loose  connective  tissue.  One  or 
more  nodules  make  their  appearance,  the  part  looks  red 
and  swollen,  and  the  patient  complains  of  pain  and  diffi- 
culty in  swallowing.  The  nodules  are  sometimes  deve- 
loped on  the  posterior  aspect  of  the  soft  palate  and  may 
elude  observation  for  some  time.  Suppurative  disinte- 
gration is  the  ordinary  course,  and  the  process  usually 
commences  in  the  interior  of  the  nodule.  The  ulcer  thus 
formed  is  often  funnel-shaped,  and  perforation  and  partial 
or  complete  destruction  of  the  soft  palate  and  of  the  pillars 
of  the  fauces  are  frequent  results.  These  formations,  owing 
to  the  ulceration,  loss  of  tissue,  cicatrisation  and  contrac- 
tion to  which  they  give  rise,  lead  to  serious  changes  in  the 
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structures  of  tlie  throat.  The  most  common  among  these 
are  partial  or  entire  loss  of  the  soft  palate,  adhesions 
between  its  border  and  the  surrounding  parts  and  con- 
traction of  the  arches  of  the  palate  and  of  the  posterior 
nares. 

Gummatous  formations  in  the  tonsils  cause  these  organs 
to  be  much  swollen,  sometimes  to  such  an  extent  that 
the  J  meet  in  the  middle  line.  In  such  cases  speaking 
becomes  very  difl&cult,  and  hearing  is  also  interfered  with 
owing  to  pressure  on  the  openings  of  the  Eustachian  tubes. 
As  occurs  in  other  parts,  the  swelling  terminates  either 
in  resolution  or  in  suppurative  disintegration  and  ulceration. 

Syphilitic  Affections  of  the  Pharynx. — Erythema, 
papular  eruptions,  and  gummatous  formations  occur  in 
the  pharynx.  There  is,  however,  nothing  peculiar  in  the 
appearances  presented  by  the  two  former  affections.  They 
are  less  common  in  the  pharynx  than  in  the  soft  palate 
and  tonsils,  where  they  often  give  rise  to  ulceration.  On 
the  other  hand,  the  posterior  wall  of  the  pharynx  is  fre- 
quently the  seat  of  ulceration,  due  to  gummata.  These 
growths  are  developed  in  the  mucous  membrane  and  sub- 
mucous tissue  on  each  side  of  the  median  line,  and  at  a  little 
distance  from  it.  The  resulting  ulcers  are  of  various  sizes, 
and  exhibit  a  marked  tendency  to  spread,  especially  in 
debilitated  subjects.  The  acts  of  swallowing  and  speaking 
are  performed  with  pain  and  difficulty;  there  is  frequent 
and  troublesome  cough,  and  more  or  less  profuse  sero- 
purulent  or  sanious  expectoration. 

Necrosis  of  the  subjacent  vertebrae,  followed  by  inflam- 
mation of  the  spinal  meninges,  has  been  known  to  result 
from  gummatous  ulceration  of  this  part.  The  ulcers  heal 
but  slowly,  and  the  contraction  of  their  cicatrices  may 
seriously  impair  the  function  of  the  throat.  More  or  less 
difficulty  of  breathing  and  dryness  of  the  throat,  owing  to 
destruction  of  many  mucous  follicles,  are  frequently  com- 
plained of.  If  the  mischief  has  extended  to  or  from 
adjacent  parts  great  loss  of  tissue  may  result,  and  adhe- 
sions will  probably  be  formed,  whereby  the  size  of  the 
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cavity  will  be  much  diminished,  and  its  shape  considerably 
altered.  The  Eustachian  tubes  may  become  closed,  and 
adhesions  between  the  velum  and  the  posterior  wall  of 
the  pharynx  may  completely  shut  off  the  cavity  of  the  nose 
from  that  of  the  mouth.  A  very  marked  case  of  this 
kind  has  been  reported  by  my  colleague  at  the  Lock 
Hospital,  Mr.  Walter  Ooulson.*  The  patient  was  a  man, 
set.  27,  with  extensive  syphilitic  ulceration  of  the  posterior 
wall  of  the  pharynx  and  border  of  the  soft  palate. 
Syphilis  had  been  contracted  five  years  previously;  sore 
throat  and  rheumatic  pains  had  been  prominent  symptoms, 
but  no  cutaneous  eruption  could  be  remembered.  A  few 
weeks  after  the  ulceration  appeared  it  was  found  that  the 
soft  palate  had  become  adherent  to  the  back  of  the 
pharynx,  forming  a  continuous  vault.  There  was  nasal 
voice,  oral  respiration,  and  total  loss  of  smell  and  taste. 
The  adhesions  were  too  strong  to  be  broken  down  ;  separa- 
tion by  dissection  would  probably  have  been  followed  by 
reunion ;  an  incision  was  therefore  made  through  the  soft 
palate  from  right  to  left,  leaving  a  portion  half  an  inch 
wide  attached  to  the  hard  palate.  The  part  adherent 
to  the  pharynx  was  then  torn  away ;  it  was  found  to  be 
very  thick  and  fleshy.  Immediate  relief  followed  the 
operation,  and  the  wound  cicatrised  after  threatening  to 
slough.  Contraction  taking  place,  a  plug  of  lint  with  a 
piece  of  quill  in  the  centre  was  introduced  into  the 
opening.  A  year  later  it  was  reported  that  the  commu- 
nication still  remained  open,  and  that  great  benefit  had 
resulted  from  the  operation. 

Ulcers  caused  by  the  disintegration  of  gummatous 
growths  sometimes  occur  on  other  portions  of  the  pharynx. 
These  may  be  seated  so  low  down  as  to  require  the  laryn- 
goscope for  their  detection ;  or  the  indurated  edge  of  the 
ulcer  may  perhaps  be  felt  by  the  finger.  The  patient 
complains  of  dryness  and  soreness  of  the  throat,  and  more 
or  less  pain  on  swallowing.  If  the  ulceration  extends  to 
the  larynx,  breathing  and  speaking  will  be  interfered  with. 

*  '  Liincet,*  Nov.  15tli,  1862. 
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Small  ulcers  may  lieal  without  giving  rise  to  any  further 
symptoms,  but  the  cicatrisation  of  large  ulcers  is  certain 
to  produce  more  or  less  distortion  and  constriction  of  the 
cavity,  and  impairment  of  its  function.  As  a  matter  of 
course  severe  ulceration  of  the  pharynx  is  attended  with 
febrile  symptoms  and  other  evidences  of  debility. 

Treatment. — Constitutional  treatment  is,  of  course,  re- 
quired for  these  affections   of  the  mouth  and  throat. 
Mercury  must  be  administered  for  those  of  a  secondary 
character,  and  the  ulceration  resulting  therefrom ;  while 
iodide  of  potassium  is  indicated  for  gummatous  growths 
and  their  consequences.    The  swelling  and  pain  of  the 
early  stage  of  the  angina  may  be  relieved  by  the  inhala- 
tion of  steam  and  warm  compresses  to  the  throat.  With 
regard  to  the  local  treatment  in  subsequent  stages,  ulcers 
about  the  mouth  should  be  touched  occasionally  with 
nitrate  of  silver,  or  with  a  camel-hair  brush  dipped  in  a 
strong  solution  of  sulphate  of  copper.     A  gargle  con- 
taining chlorate  of  potash,  borax,  or  alum  should  also  be 
used  every  three  or  four  hours.        Pastilles  de  Dethan,'^ 
lozenges  containing  chlorate  of  potash,  prepared  by  a  French 
chemist,  are  very  efficacious  in  these  throat-affections,  and 
are  more  palatable  than  the  lozenges  of  the  Pharmacopoeia. 
When  the  ulceration  is  extensive,  and  situated  at  the  back 
of  the  throat,  a  strong  solution  of  nitrate  of  silver  should 
be  applied  by  means  of  a  spray-producer,  or  the  part 
should  be  painted  over  with  a  solution  of  the  perchloride 
of  mercury  (2 — 4  grs.  to  ^j).     When  necrosis  has  taken 
place,  or  when,  under  other  circumstances,  the  secretion 
is  very  abundant  and  foetid,  a  sulphurous-acid  gargle  (gss 
to  5j)  or  a  gargle  of  the  Liq.  Sodse  Chloratse  will  form 
the  best  disinfectant. 
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CHAPTER  XI 

SYPHILITIC  AFFECTIONS  OF  THE  TONGUE 

The  tongue  may  be  affected  both  in  the  earlier  and  in 
the  later  stages  of  syphilis,  and  as  a  general  rule,  the  lesions 
are  well  marked.  The  affections  connected  with  the 
secondary  stage  consist  of  mucous  papules  and  their 
modifications ;  while  induration  and  gummatous  forma- 
tions are  characteristic  of  the  tertiary  stage.  Primary 
sores  are  sometimes  found  on  the  tongue. 

Mucous  Papules  occur  on  the  dorsum  of  the  tongue, 
especially  at  the  borders  and  towards  the  apex.  Their 
development  is  usually  simultaneous  with  that  of  a 
cutaneous  papular  eruption,  and  of  similar  lesions  in  the 
mouth  and  throat.  They  form  little  flattened  eleva- 
tions, covered  at  first  by  a  pearly  epithelial  pellicle,  the 
speedy  detachment  of  which  causes  the  papules  to  appear 
as  bright  red  erosions.  Owing  to  the  irritation  to  which 
they  are  subjected  by  the  movements  of  the  teeth  during 
mastication,  &c.,  their  shape  and  appearance  are  liable  to 
become  much  altered.  When  the  dorsum  of  the  tongue 
is  the  principal  seat  of  the  lesion  a  condition  is  some- 
times developed  which  has  been  called  psoriasis  lingua. 
In  this  affection  the  tongue  assumes  a  dull-grey,  rough 
appearance ;  its  surface  is  dotted  over  with  closely-set, 
hair-like,  and  penicillate  projections,  scattered  among 
which-  are  round  isolated  spots,  presenting  absolutely 
smooth  surfaces.  Besides  these  appearances  there  are 
numerous  superficial  furrows,  some  longitudinal,  others 
more  or  less  transverse,  and  with  yellowish  or  reddish 
edges,  often  tinged  with  blood.    The  thread-like  projec- 
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tions  consist  of  the  elongated  filiform  papillse,  which  are 
swollen  and  much  increased  in  size.  The  intervals 
between  them  are  filled  up  by  accumulations  of  epithelial 
cells  and  debris.  The  papillae  circumvallatae  are  also 
enlarged,  and  sometimes  excoriated,  and  the  surface 
behind  these  is  thickly  coated.  In  well-marked  cases  the 
entire  papillary  structure  of  the  tongue  is  the  seat  of  con- 
gestion and  infiltration  ;  increased  formation  of  epithelium, 
which  subsequently  becomes  loosened  and  detached  in 
shreds,  takes  place  over  the  entire  surface.  The  fungi- 
form papillae  stand  out  as  little  red  nodules.  The  sides 
of  the  tongue  are  marked  by  the  teeth,  and  are  generally 
excoriated. 

If  the  above-described  condition  becomes  chronic,  it 
results  in  the  development  of  the  so-called  heratosis  of  the 
tongue,  which  is  analogous  to  th.e  psoriasis  cornea  of  thie 
hands  and  feet.    The  surface  of  the  tongue  becomes 
covered  with  striated,  roundish,  thick  epithelial  crusts, 
greyish-white  in  colour,   separated  by  fissures,   or  by 
smooth  portions  of  the  surface,  or  by  projecting  papillae. 
The  fissures,  which  are  due  to  the  induration  of  the 
epidermis,  often  extend  deeply  into  the  organ  ;  their 
edges  are  raw  and  ulcerated  and  bleed  freely,  and  the 
condition  is  aggravated  by  the  movements  of  the  tongue. 
As  a  final  stage,  consequent  upon  detachment  of  the 
epithelial  crusts,  th.e  surface  may  become  smooth  and 
glistening,  all  trace  of  papillary  structure  being  oblite- 
rated.    Such  cases  run  a  very  tedious  course,  and  any 
slight  improvement  is  apt  to  be  followed  by  relapse. 
This  condition,  like  all  forms  of  ulceration  of  the  tongue 
and  throat,  is  much  aggravated  by  smoking.     It  sometimes 
extends  to  the  lips  and  internal  surface  of  the  cheeks. 

Epithelial  cancer  of  the  tongue  has  been  known  to 
originate  in  sypbilitic  affections  of  the  organ.  There  is 
no  necessary  connection  between  syphilis  and  cancer,  and 
it  cannot  be  admitted  that,  in  a  general  way,  the  former 
is  a  predisposing  cause  of  the  latter.  The  elements  of 
epithelioma  are,  however,  derived  from  the  epithelium  of 
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tlie  skiu  and  mucous  membranes,  and  some  external 
source  of  irritation  often  appears  to  be  the  exciting  cause 
of  tbe  disease.  In  syphilitic  "  psoriasis "  and  "  kera- 
tosis "  of  tbe  tongue,  epithelial  proliferation  is  already 
present,  and  the  affected  part  is  constantly  exposed  to 
irritation.  Kaposi,  of  Vienna,  compares  the  development 
of  epithelioma  in  such  cases  to  that  which  sometimes 
occurs  in  connection  with  simple  warts. 

Induration  of  the  Tongue,  occurring  in  the  course 
of  syphilis  (glossitis  syphilitica  sclerosa),  may  be  either 
diffused  or  circumscribed,  and  may  affect  either  the 
superficial  or  the  deeper  parts.  When  the  whole  or  the 
greater  part  of  the  organ  is  involved,  it  becomes  enor- 
mously swollen,  red,  and  tense,  but  the  pain  is  incon- 
siderable ;  the  mucous  membrane  becomes  perfectly 
smooth  and  the  papillse  are  no  longer  visible.  Half  the 
organ  may  be  thus  attiacked  while  the  other  half  remains 
normal.  If  the  inflammation  involve  circumscribed  por- 
tions of  the  muscular  structure,  one  or  more  hard  nodules 
can  be  felt  by  the  finger.  These,  as  well  as  the  diffused 
indurations,  may  altogether  subside,  or  may  lead  to 
further  changes  in  the  structure  and  appearance  of  the 
tongue.  In  the  latter  case,  after  the  condition  has 
existed  for  some  time,  the  newly-formed  fibrous  tissue 
begins  to  contract,  and  the  tongue  becomes  puckered  or 
wrinkled.  If  the  process  has  been  superficial,  the 
changes  may  be  of  a  slight  character,  but  if  the  deep 
parts  of  the  tongue  have  been  extensively  involved,  the 
organ  will  assume  a  more  or  less  lobulated  appearance. 
The  lobules  are  separated  in  various  directions  by  deep 
furrows  ;  those  near  the  median  line  of  the  organ  run 
parallel  with  it,  while  those  near  the  margins  take  a 
transverse  direction.  The  fibrous  tissue  bounding  the 
lobules  may  become  almost  cartilaginous. 

Gummatous  Tumours  are  sometimes  found  in  the 
tongue ;  they  belong,  like  the  indurations,  to  the  later 
stages  of  syphilis.  They  are  usually  single,  but  some- 
times multiple  ;  they  are  found  both  in  and  beneath  the 
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mucous  membrane,  and  in  the  substance  of  the  organ, 
and  most  commonly  near  the  middle  of  the  dorsum  and 
at  the  margins.     They  are  firm  and  elastic  to  the  touch, 
and  their  size  varies  from  that  of  a  small  pea  to  that  of  a 
nut.     If  superficial,  they  form  visible  prominences,  but 
if  deeply  seated,  they  may  give  rise  to  the  appearance  of 
a  diffused  swelling.     Sometimes  two  or  more  gummatous 
tumours  unite  and  form  a  large  mass.     Their  develop- 
ment is  not  attended  by  any  pain ;  the  patient  may 
complain  that  his  tongue  feels  stiff,  and  that  speaking,  is 
somewhat  difficult.     These   growths  usually  disappear 
under  proper  treatment,  but  if  left  to  themselves  they 
are  apt  to  result  in  the  formation  of  ulcers.  Disintegra- 
tion may  commence  on  the  surface  or  in  the  interior. 
In  the  former  case  an  irregularly  shaped  ulcer  appears, 
with  raised,  hard,  infiltrated  and  jagged  edges,  and  a 
greyish  indurated  base.     If  the  disintegration  commences 
in  the  centre  of  a  gTowth  of  some  size,  the  pai'ts  covering 
it  become  raised,  distended,   and  softened.      A  small 
opening  then  appears,  and  the  contents  of  the  gumma 
are  gradually  discharged  after  the  manner  of  an  abscess. 
The  opening  remains  small  and  its  margin  is  stiff  and 
indurated,  it  leads  into  a  cavity  of  some  size,  containing 
greyish-yellow,  caseous  debris  mixed  with  pus  and  blood. 
After  a  while  the  discharge  ceases,  granulations  spring 
up  from  the  bottom  of  the  ulcer,  and  the  orifice  finally 
closes  leaving   a  more  or  less  marked  and  puckered 
cicatrix.     When  the  ulcerative  stage  has  been  reached, 
the  pain  is  very  considerable.     Grummatous  ulcers  have 
been  observed  to   become  cancerous,  and  epithelioma 
sometimes  follows  gummatous  formations  in  this  organ. 
A  case  of  this  latter  kind  occurred  recently  in  my  practice. 
The  patient,  a  man  aged  50,  with  a  history  of  syphilitic 
infection  dating  some  twenty-five  years  back,  presented 
himself  about  a  year  ago  with  gummatous  growths  in  his 
tongue.    Five  months  afterwards,  I  detected  well-marked 
epithelioma  on  one  side.    It  was  accompanied  by  the 
usual  symptoms,  viz.  pain  and  inability  to  eat  solid  food. 
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Rapid  increase  taking  place,  one  half  of  the  affected 
organ  was  removed,  with  a  result  which  has  continued  to 
be  satisfactory  up  to  the  present  time. 

Lesions  of  the  tongue  due  to  cancerous  or  tubercular 
deposits  sometimes  closely  resemble  those  just  described, 
and  the  diagnosis  is  often  dijfficult.     Cancerous  infiltration 
gives  rise  to  nodules  generally  harder  and  firmer  than 
gummata,  but  the  exact  amount  and  the  consistence  of 
the  infiltration  may  be  very  hard  to  determine  owing  to 
the  development  of  inflammatory  swelling.     The  develop- 
ment of  cancer  is  generally  attended  with  pain,  often 
shooting  towards  the  ear,  and  the  progress  is  more  rapid 
than  that  of  gummata.     When  the  ulcerative  stage  has 
been  reached,  the  appearances  are  very  similar  in  the 
two  cases.    In  syphilis,  however,  the  swelling  of  the 
neighbouring   glands    is  rarely  so  considerable  as  in 
malignant  disease,  in  which  the  submaxillary  gland  may 
become  as  large  as  an  ordinary  egg.     Disintegration  of  a 
gummatous  nodule  usually  begins  in  the  interior  ;  in  cancer 
the  ulceration  commences  on  the  surface.     The  base  of  a 
gummatous  ulcer  is  generally  less  vascular  than  that  of  a 
cancerous  one,  which  always  bleeds  freely.     An  ulcer 
surrounded  by  an  induration  which  does  not  progressively 
extend,    is  likely  to  be  of  syphilitic   origin.     In  any 
doubtful  case  the  effect  of  full  doses  of  iodide  of  potas- 
sium should  be  tried.     Under  the  use  of  this  remedy, 
syphilitic  disease  of  the  tongue  rapidly  improves,  but  no 
effect  is  produced  in  cases  of  carcinoma.     In  cases  of 
epithelial  cancer  of  the  tongue  the  appearances  may 
closely  resemble  those  due  to  syphilitic  disease.  Zeissl 
states  that  the  most  important  diagnostic  signs  of  epithe- 
lioma are  the  sebum-like  plugs  of  curdy  material  which 
may  be  pressed  out  from  the  mucous  membrane.  The 
tongue  is  rarely  the   seat  of  tuberculous  deposit,  but 
nodules  and  ulceration  due  to  this  cause  are  sometimes 
met  with.    Tuberculous  ulcers  are,  however,  always  asso- 
ciated with  tubercles  in  other  organs,  and  they  are  not 
influenced  by  anti-syphilitic  treatment. 
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Prof.  Billrotli*  lias  recorded  two  remarkable  cases  of 
tuberculous  disease  of  the  tongue,  presenting  great  diffi- 
culties in  diagnosis.    In  one  case,  a  man,  with  general 
symptoms  of  phthisis,  presented  himself  with  a  nodule  the 
size  of  a  hazel-nut  in  the  middle  line  of  the  dorsum  of  the 
tongue.    The  swelling  had  increased  somewhat  rapidly 
and  was  at  times  very  painful.     Iodide  of  potassium  was 
tried    without  effect,  and  the    growth    was  therefore 
removed.    Fatty  small-celled  infiltration  was  discovered 
between  the  muscular  fasciculi,  "  around  which  lay  a  ring 
of  breaking-down  miliary  tubercle."     The  patient  died  of 
tuberculosis  of  the  lungs  and  intestines.    In  the  second 
case,  there  was  a  history  of  haemoptysis  and  bronchial 
catarrh.     The  anterior  and  right  half  of  the  tongue  was 
the  seat  of  an  ulcer  with  hard  sinuous  edges  and  irregular 
base.     Syphilitic  infection  was  denied  and  iodide  of  potas- 
sium was  given  without  effect.     Microscopical  examination 
of  a  piece  removed  from  the  edge  proved  decidedly  that 
the  ulcer  was  not  due  to  cancer.    The  application  of 
potassa  fusa  seenjed  to  do  some  good,  but  the  ulceration 
soon  restimed  its  former  aspect.    No  further  improvement 
took  place,  and  the  patient  shortly  afterwards  died  from 
pulmonary  tuberculosis. 

Treatment. — This,  generally  speaking,  is  the  same  as 
that  of  syphilitic  affections  of  the  mouth  (see  p.  132). 
In  a  case  of  extensive  tertiary  ulceration  of  the  tongue  I 
observed  great  benefit  from  large  doses  of  the  compound 
decoction  of  sarsaparilla  after  the  iodide  and  mercurials 
had  been  used  without  avail. 

*  '  Clinical  Surgery,'  New  Sjd.  Soc.  Ed.,  p.  56. 


AFFECTIONS  OF  THE  LARYNX 


139 


CHAPTER  XII 

SYPHILITIC  AFFECTIONS   OF  THE  LAEYNX 

Affections  of  the  larjnx  occur  botli  in  tlie  early  and  in 
the  later  stages  of  syphilis.  In  the  former  the  mucous 
membrane  is  especially  implicated  ;  in  the  latter  the 
morbid  process  invades  more  particularly  the  cartilages, 
fibro-cartilages,  and  ligaments.  The  various  lesions  may 
be  described  under  the  headings  of  acute  and  chronic 
catarrh,  papules,  gummata,  and  ulceration. 

Laryngeal  Catarrh  occurs  in  the  early  stages  of 
constitutional  syphilis,  and  is  often  coincident  with  a 
cutaneous  erythema.  The  anatomical  appearances  and 
the  symptoms  resemble  those  of  the  same  affection  due  to 
any  other  cause.  The  mucous  membrane,  as  seen  with 
the  aid  of  the  laryngoscope,  is  red  and  swollen.  Accord- 
ing to  the  stage  of  the  disease,  the  surface  is  either  drier 
than  natural,  or  is  covered  by  secretion  and  detached 
epithelial  cells.  The  throat  and  nasal  passages  are  often 
similarly  affected  at  the  same  time.  The  complaint  is 
generally  obstinate,  especially  if  treated  as  an  ordinary 
catarrh.  The  diagnosis  must  be  made  by  the  aid  of  co- 
existing symptoms.  If  the  catarrh  be  due  to  syphilis, 
there  will  be  the  history  of  a  recent  infection,  the  pre- 
sence of  indurated  glands,  and  probably  of  a  cutaneous 
eruption. 

Mucous  Papules  are  of  rare  occurrence  in  the  larynx, 
but  they  are  sometimes  found  during  the  first  twelve 
months  on  the  margin  of  the  epiglottis,  on  the  cartilages 
of  Santorini,  on  the  aryttenoid  cartilages,  and  upon  the 
arytseno-epiglottidean  folds.     As  seen  with  the  laryngo- 
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scope,  tliey  appear  as  small  roundish  growths,  either  dis- 
tinctly circumscribed  or  less  defined,  reddish  in  colour, 
and  not  very  prominent.  They  sometimes  present  a 
whitish  appearance  owing  to  thickening  of  the  epithelium. 
More  or  less  catarrh  accompanies  the  development  of  the 
papules.  If  the  epithelium  become  detached,  the  growths 
project  as  red  points,  surrounded  by  viscid  secretion. 
Papules  are  very  rarely  found  on  the  vocal  cords. 

Gummatous  Growths  are  much  more  frequent  in  the 
larynx  than  papules,  and  they  often  lead  to  serious 
destruction  of  tissue.  They  occur  either  in  the  form  of 
isolated  nodules  or  as  a  more  or  less  diffuse  infiltration, 
in  the  epiglottis,  the  arytaeno-epiglottidean  folds,  the 
arytaenoid  cartilages,  and  on  the  true  and  false  vocal 
cords.  In.  the  epiglottis  the  nodules  either  stand  out  as 
distinct  projections,  or  cause  the  part  to  appear  uniformly 
thickened.  The  same  appearances  are  observed  on  the 
arytaeno-epiglottidean  folds,  and  on  the  mucous  membrane 
of  the  arytaenoid  cartilages.  Gummatous  infiltration 
affecting  the  vocal  cords  gives  rise  to  considerable  swell- 
ing and  difficulty  of  breathing.  The  cords  come  into 
contact  anteriorly,  and  only  a  very  small  space  is  left  for 
the  passage  of  air.  Infiltration  of  the  false  vocal  cords 
leads  to  swelling  and  redness  of  the  parts.  The  distinct 
nodules,  which  are  found  in  the  above-mentioned  struc- 
tures, are  equal  in  size  to  a  millet  seed,  or  even  larger, 
and  are  dusky  red  or  yellowish-red  in  colour.  As  occurs 
in  other  parts,  these  infiltrations  and  isolated  growths  may 
either  become  absorbed,  or  may  undergo  disintegration  and 
ulceration.  Such  ulcers  are  most  frequently  seen  on  the 
epiglottis.  They  are  surrounded  by  a  swollen  and 
reddened  margin,  and  are  at  first  circumscribed,  but  they 
exhibit  a  tendency  to  increase  in  depth,  and  they  some- 
times perforate  the  epiglottis  and  destroy  considerable 
portions  of  its  substance.  The  ulceration  may  also 
extend  to  the  adjacent  structures.  On  the  true  vocal 
cords  the  process  has  a  tendency  to  spread  from  before 
backwards,  destroying  the  mucous  membrane  and  portions 
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of  tlie  cords  themselves.  The  ulcers  are  more  or  less 
irregular  in  form,  and  are  covered  with  a  tenacious  puru- 
lent secretion.  They  are  also  found  in  the  trachea, 
especially  at  its  bifurcation,  and  in  the  bronchi. 

Syphilitic  ulceration  of  the  larynx  gives  rise  to  various 
symptoms,  among  which  the  most  common  are — a  feeling 
of  tickling  or  soreness  in  the  throat  ;  hoarseness  or  more 
or  less  loss  of  voice ;  dyspnoea  with  a  harsh  barking 
cough;  and  mucous  or  purulent  expectoration,  perhaps 
tinged  with  blood.     Difficulty  of  swallowing  may  be  also 
complained  of.     In  cases  in  which  the   cartilages  are 
involved,  oedema  of  the  glottis  is  especially  apt  to  occur. 
The  symptoms  vary  according  to  the  position  and  extent 
of  the  ulcers.     Swallowing  is  not  interfered  with  unless 
the  ulceration  extends  to  the  pharynx.     Such  extension  is 
especially  likely  to  occur  when  the  lesions  are  situated  on 
the  posterior  wall  of  the  larynx.     The  pain  may  then  be 
so  considerable  as  almost  to  prevent  the  patient  from 
swallowing ;  and  the  difficulty  is  increased  by  spasm  of 
the  pharyngeal  muscles.      The    hoarseness    and  other 
changes  in  the  voice  are  due  to  swelling  or  partial  loss  of 
the  vocal  cords,  or  to  diminished  mobility,  owing  to 
impairment  of  the  functions  of  the  muscles.     The  expecto- 
ration is  usually  scanty,  muco-purulent  in  character  and 
only  tinged  or  streaked  with  blood.     If  necrosis  of  the 
cartilages  has  taken  place,  fragments  of  these  structures 
may  be  found  in  the  expectoration.     The  amount  of 
dyspnoea  varies  according  to  the  structural  alterations. 
If  oedema  of  the  glottis  occurs,  symptoms  of  suffocation 
soon  become  prominent,  and  the  patient  will  probably  die, 
unless  relieved  by  tracheotomy.     Fatal  asphyxia  has  been 
caused  by  a  detached  fragment  of  necrosed  cartilage 
becoming  lodged  in  the  air-passages.     As  a  secondary 
result  of  necrosis  of  the  cartilages,  phlegmonous  inflam- 
mation of   the  surrounding    parts    has  been  observed 
to  occur. 

The  ultimate  results  of  syphilitic  disease  of  the  larynx 
are  often  of  a  very  serious  nature.     Cicatrices  left  after 
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syphilitic  ulceration  may  considerably  diminish  the  size 
of  the  cavity  and  impair  the  functions  of  the  various  parts 
of  the  organ.  In  cases  in  wliicli  the  epiglottis  is  com- 
pletely destroyed^  swallowing  may  still  be  practicable,  but 
the  passage  of  foreign  substances  into  the  larynx  will 
often  cause  much  distress.  Adhesions  may  be  formed 
between  the  false  vocal  cords  and  the  arytaeno-epiglot- 
tidean  folds,  while  lesions  of  the  raucous  membrane  of 
the  true  vocal  cords  may  lead  to  adhesions  and  contrac- 
tion of  the  glottis.  Extensive  cicatrices  on  the  posterior 
wall  of  the  larynx  may  prevent  any  movement  between 
the  cricoid  and  arytsenoid  cartilages.  Cicatrices  due  to 
ulceration  are  also  found  in  the  trachea.  These  consist 
of  whitish  tissue  containing  the  cartilages  more  or  less 
destroyed.  Inspiration  in  such  cases  becomes  difficult, 
owing  to  collapse  of  the  walls  of  the  trachea,  which  may 
be  also  much  narrowed  and  diminished  in  length. 

Pointed  condylomata  sometimes  occur  in  the  larynx,  on 
the  arytsenoid  cartilages  and  on  the  arytaeno-epiglottidean 
folds. 

With  regard  to  diagnosis,  other  forms  of  ulceration, 
viz.  tuberculous  and  cancerous,  occur  in  the  larynx. 
Ulcers  due  to  tubercles,  like  those  connected  with  syphilis, 
are  especially  prone  to  occur  in  those  parts  of  the  larynx 
which  are  most  copiously  supplied  with  glands.  The 
margins  of  a  syphilitic  ulcer  are,  however,  red  and  con- 
gested, while  in  tuberculosis  the  mucous  membrane,  even 
in  the  neighbourhood  of  the  ulcers,  is  generally  very  pale, 
and  is  studded  over  with  small  yellowish  or  gray  nodules, 
consisting  of  the  infiltrated  glands.  The  ulceration  results 
from  the  disintegration  of  these  nodules.  In  the  case 
of  either  affection  the  diagnosis  will  be  assisted  by 
the  previous  history.  In  a  doubtful  case  recorded  by 
Prof.  Billroth,  the  tuberculous  nature  of  the  growth  was 
determined  by  the  microscopical  examination  of  a  small 
portion  that  had  been  removed.  If  the  laryngeal  affec- 
tion be  accompanied  by  symptoms  of  tuberculosis  of  the 
lung,  its  nature  will  be  tolerably  evident,  but  the  possi- 
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bility  of  the  coexistence  of  the  two  diseases  must  not  be 
lost  sight  of.  Cancer  of  the  larynx  is  very  rare  as  a 
primary  affection.  Cases  of  epithelial  cancer  of  the  epi- 
glottis have  been  recorded.  In  such  instances  the  dia- 
gnosis might  for  some  time  be  extremely  difficult. 

Treatment. — This  must  be  of  a  local  as  well  as  a  general 
character.  For  the  earlier  affections,  if  mercury  has  been 
withheld  or  given  insufficiently,  its  use  must  be  com- 
menced forthwith.  Local  applications  should,  whenever 
possible,  be  applied  to  the  ulcers,  with  the  view  to  prevent 
them  from  spreading,  and  to  promote  cicatrisation.  These 
consist  of  solutions  of  nitrate  of  silver,  nitrate  of  mercury, 
and  chloride  of  zinc.  Iodoform,  reduced  to  an  extremely 
fine  powder,  may  be  applied  by  means  of  an  insufflator. 
Bromide  of  potassium  may  be  given  where  there  is  trouble- 
some spasm  of  the  muscles.  Symptoms  of  oedema  may 
be  relieved  by  the  patient  swallowing  small  pieces  of  ice, 
and  if  this  should  fail,  by  scarifying  the  mucous  membrane 
with  a  well-guarded  bistoury.  Opium  will  be  necessary 
to  relieve  pain,  and  the  foetor  of  the  breath  may  be  cor- 
rected by  disinfectants,  e.g.  solutions  of  carbolic  acid  or  of 
thymol,  applied  by  means  of  a  spray-inhaler.  If  the 
larynx  be  much  narrowed  owing  to  cicatricial  contraction, 
tracheotomy  may  become  necessary.  Contraction  of  the 
trachea  does  not  admit  of  surgical  interference.  The 
lesions  are  most  common  at  or  near  the  bifurcation  of  the 
tube. 
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CHAPTER  XIII 

SYPHILITIC  AFFECTIONS  OF  THE  NASAL  MUCOUS  MEMBRANE 

Syphilis  affecting  tlie  nasal  mucous  membrane  gives  rise 
{a)  to  catarrli  of  the  part^  (6)  to  an  eruption  of  papules,  and 
(c)  to  the  development  of  nodules  which  may  subsequently- 
become  ulcerated  and  cause  considerable  destruction. 

Nasal  Catarrh,  in  acquired  syphilis,  appears  during 
the  eruptive  period.  The  lower  part  of  the  nose  is 
mainly  affected.  The  symptoms  resemble  those  of  coryza, 
and  the  diagnosis  can  be  established  only  by  the  aid  of 
coexisting  symptoms.  In  severe  cases  the  secretion  is 
profuse,  and  causes  much  irritation  and  excoriation  of  the 
anterior  nares.  The  sense  of  smell  is  not  interfered  with 
unless  the  membrane  covering  the  upper  meatus  is  involved. 
In  this  case  there  is  more  or  less  loss  of  the  olfactory  sense, 
and  the  patients  are  conscious  of  a  disagreeable  odour.  If 
catarrh  alone  be  present  the  secretion  is  almost  odourless, 
but  if  ulcerating  papules,  or  gummata  coexist,  a  very  foul 
odour  will  be  communicated  to  the  patient's  breath  and 
the  nasal  discharges.  The  coryza  of  hereditary  syphilis 
will  be  described  in  a  subsequent  chapter. 

Papules  are  found  at  the  nasal  orifice,  and  are  some- 
times situated  partly  on  the  skin  and  partly  on  the  mucous 
membrane.  They  may  attain  such  dimensions  as  almost  to 
occlude  the  orifice.     They  are  also  found  on  the  septum. 

Gummatous  Growths  occupy  for  the  most  part  the 
upper  and  posterior  portions  of  the  nasal  passages.  They 
appear  in  the  later  stages  of  syphilis  and  often  in  con- 
junction with  similar  growths  in  other  parts.  They 
follow  the  usual  course,  viz.  that  of  molecular  disintegra- 
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tion  and  ulceration,  and  tend  to  produce  considerable 
destruction  of  tissue.    They  also  give  rise  to  a  copious 
discharge,  purulent  in  character,  and  often  mixed  with 
blood  and  debris,  and  possessing  a  particularly  offensive 
odour.     The  discharge  forms  crusts  and  plugs  which  much 
impede  the  entrance  of  air.     This  syphilitic  ulceration  is 
the  cause  of  a  very  serious  form  of  ozasna.     The  odour  is 
due  to  decomposition  of  the  secretion,  and  in  advanced 
stages,  to  caries  and  necrosis  of  the  bones.     In  these  latter 
cases  the  odour  is  extremely  disgusting.     On  examining 
the  nose,  the  mucous  membrane  is  seen  to  be  covered 
with  foul-smelling  secretion  and  crusts ;  if  the  latter  are 
removed,  a  bleeding  surface  is  exposed.     Ulcers  in  various 
stages  may  also  be  recognised,  especially  on  the  carti- 
laginous septum,  which,  as  well  as  the  bony  partition,  is 
often  perforated.    If  the  cartilage  be  destroyed,  the  tip 
of  the  nose  becomes  flattened  ;  in  other  cases  a  depression 
is  formed  between  this  part  and  the  lower  border  of  the 
nasal  bones,  so  that  the  apex  is  turned  upwards.    In  very 
severe  cases  the  necrosis  may  involve  the  whole  of  the 
vomer,  the  inferior  turbinated  and  portions  of  the  ethmoid, 
the  nasal  processes  of  the  superior  maxillae,  and  the  nasal 
bones.     The  floor  of  the  nasal  cavity  and  the  lacrymal 
bones  may  also  be  implicated.    In  the  former  case  a  com- 
munication is  established  between  the  mouth  and  the  nose. 
Wide-spread  destruction  of  this  character  is  attended  witb 
profuse  discharge  and  detachment  of   many  sequestra. 
The  complaint  continues  so  long  as  any  fragments  of 
necrosed  bone  remain,  and  its  course  is  often  extremely 
tedious,  owing  to  the  number  of  bones  which  are  liable  to 
become  affected.     The  resulting  deformity  is  considerable, 
and  if  the  mucoua  membrane  of  the  olfactory  region  is 
much  injured  by  the  ulceration,  the  sense  of  smell  will  be 
permanently  impaired,  or  even  completely  lost.  Ozaeua 
connected  with  hereditary  syphilis  will  be  afterwards 
described. 

With  regard  to  the  diagnosis  of  a  case  of  supposed 
syphilitic  ozaena  in  an  adult,  this  must  depend  upon  the 
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history  and  general  appearance  of  the  patient.  In  some 
cases  of  so-called  idiopathic "  ozgena,  the  cause  is  not 
discoverable,  but  the  patients  are  usually  of  a  scrofulous 
habit.  In  other  cases  the  ozaena  is  due  to  lupus.  Ozsena, 
due  to  syphilis,  will  always  be  associated  with  symptoms 
of  the  disease  in  other  parts. 

Treatment. — The  earlier  affections  require  no  special  local 
treatment.  Mercury  should,  of  course,  be  administered, 
if  its  use  had  previously  been  withheld.  When  ulceration 
has  taken  place,  active  local  treatment  must  be  super- 
added in  order  to  prevent  the  extension  of  the  mischief. 
If  the  ulcers  and  crusts  are  within  reach,  a  solution  of 
carbolic  acid  in  glycerine  (one  to  sixty)  should  be  applied 
two  or  three  times  daily.  The  vapour  of  iodine  is  a 
useful  deodorant.  Mercury,  in  the  form  of  vapour,  is 
the  main  remedy.  A  few  grains  of  calomel  should  be 
evaporated  on  a  metallic  plate  over  a  spirit  lamp,  and  the 
fumes  directed  into  the  nose  by  means  of  a  funnel. 
When  the  discharge  is  very  profuse  and  foetid,  the  free  use 
several  times  daily  of  a  solution  of  the  permanganate 
of  potash,  by  means  of  a  syringe  or  douche-apparatus, 
will  tend  to  lessen  the  fcetor.  In  chronic  cases  iodide 
of  potassium  may  be  substituted  for  mercurials,  and 
may  be  combined  with  cod-liver  oil,  iron,  and  other 
tonics. 

In  cases  of  syphilitic  ozgena,  the  inflammation  some- 
times spreads  from  the  mucous  membrane  of  the  nose  to 
that  of  the  lacrymal  canal.  The  symptoms  are  those  of 
dacryocystitis,  viz.  obstruction  to  the  escape  of  the  tears, 
epiphora,  and  swelling  or  abscess  of  the  lacrymal  sac.  In 
other  cases  the  affection  of  the  lacrymal  canal  is  secondary 
to  that  of  the  surrounding  bones.  If  the  mucous  mem- 
brane alone  be  implicated,  the  symptoms  will  probably 
subside  under  mercurial  treatment ;  but  if  the  canal 
becomes  closed,  and  an  abscess  and  fistulge  form,  surgical 
interference  becomes  necessary.  The  ordinary  operation 
is  that  of  slitting  up  the  punctum  and  canaliculus,  and 
passing  a  probe  through  the  stricture  in  the  nasal  duct. 
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If  there  be  evidences  of  periostitis  in  the  walls  of  the 
lacrymal  sac  and  adjoining  bones,  a  free  incision  should 
be  made  through  the  periosteum.  Necrosis  of  the 
lacrymal  bone  and  of  the  nasal  process  of  the  superior 
maxillary,  may  be  associated  with  the  suppuration  of 
the  lacrymal  sac. 
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CHAPTER  XIV 

SYPHILITIC   AFFECTIONS   OF  THE   ALIMENTARY  CANAL   AND  OP 
THE  ABDOMINAL  ORGANS 

Syphilitic  Aflfections  of  the  Alimentary  Canal, 

ctlier  tlian  those  of  the  mouth,  pharynx,  and  rectum,  are 
extremely  rare.  A  few  cases  of  tertiary  syphilitic  lesions 
of  the  oesophagus,  stomach,  and  small  intestines  have 
been  placed  on  record.  There  is,  however,  no  evidence 
that  these  parts  are  affected  in  the  earlier  stages  of 
syphilis.  Mr  West,  of  Birmingham,*  has  reported  a  very 
remarkable  case  of  syphilitic  disease  of  the  oesophagus. 
The  patient  was  a  girl,  aged  twenty-one,  who  had  suffered 
for  some  time  from  various  secondary  syphilitic  affections. 
There  were  the  ordinary  symptoms  of  stricture  of  the 
oesophagus ;  no  sound  could  be  passed  and  the  patient 
eventually  died  from  exhaustion.  The  post-mortem  exam- 
ination revealed  a  constriction  of  the  oesophagus  about 
four  inches  from  its  commencement.  The  constricted 
portion  formed  a  narrow  canal  about  two  and  a  half  inches 
in  length,  and  barely  admitting  a  No.  4  catheter.  The 
contraction  was  due  to  a  thickening  of  the  mucous  mem- 
brane, and  to  fibrous  deposits  in  the  form  of  bands  and 
bridles.  Above  this  part  the  tube  was  much  dilated,  and 
the  mucous  membrane  showed  many  cicatricial  marks. 
Below  the  constriction  the  oesophagus  was  healthy. 
Evidences  of  syphilitic  disease  were  found  in  the  livei*, 
and  the  back  part  of  the  throat  was  the  seat  of  extensive 
ulceration.     Cases   of   a   similar  character   have  been 

*  '  Dublin  Quarterly  Journal  of  Medical  Science,'  February,  1860. 
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recorded  by  Virchow,  Dr  Maury,  of  Philadelphia,  Dr 
Clapton,  and  Dr  Morell  Mackenzie. 

In  Dr  Morell  Mackenzie's  case*  the  patient,  aged 
forty- seven,  had  contracted  syphilis  nearly  twenty  years 
previously.  The  difficulty  of  deglutition  had  existed  for 
several  weeks,  and  two  attacks  of  a  similar  character  had 
been  previously  noticed.  The  patient  was  feeble  and  ill- 
nourished,  but  had  no  cough  or  expectoration.  On 
auscultating  the  throat  when  the  patient  swallowed  a 
morsel,  sounds  of  regurgitation  could  be  detected  opposite 
the  sixth  dorsal  vertebra  ;  and,  on  attempting  to  pass  a 
No.  8  bougie  a  tight  stricture  was  felt  near  the  beginning 
of  the  lower  third  of  the  oesophagus.  Considerable 
improvement  followed  the  administration  of  the  iodide  of  ► 
potassium.  Dr  Mackenzie  points  out  that  these  lesions 
are  sometimes  followed  by  malignant  formations,  but  that 
syphilitic  disease  of  the  oesophagus,  'per  se,  never  causes 
pressure  on  either  recurrent  laryngeal  nerve  and  conse- 
quent paralysis  of  the  vocal  cords.  In  malignant  disease 
these  nerves  are  liable  to  be  implicated. 

Two  cases  of  syphilitic  disease  of  the  oesophagus  have 
been  recently  reported  by  Dr  Lublinski.f  The  first  of  these 
occurred  in  a  man,  aged  twenty-nine,  with  a  history  of 
syphilitic  infection  ten  years  previously.  There  was  a 
small  scar  on  the  uvula,  but  no  signs  of  disease  in  the 
pharynx.  The  stricture,  which  would  admit  only  a  small 
bougie,  was  at  the  level  of  the  sixth  dorsal  vertebra. 
After  continuous  treatment  for  many  weeks  with  iodide  of 
potassium,  the  difficulty  of  swallowing  subsided,  and  a 
bougie  could  be  easily  passed  through  the  stricture.  In 
the  second  case,  the  patient  was  fifty-four  years  of  age, 
and  had  contracted  syphilis  twenty- two  years  previously. 
There  was  a  hard  ulcerated  swelling  on  the  left  side  of 
the  tongue ;  the  pharynx  and  larynx  were  healthy.  The 
stricture  was  found  to  be  at  the  level  of  the  fifth  cervical 
vertebra.     Considerable  improvement  was  produced  by 

*  '  Lancet,'  May  30,  1874. 

t  '  Berlin  Klin.  Wochcnschrift,'  1883,  No.  33. 
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the  daily  passage  of  bougies  and  the  administration  of 
large  doses  of  the  iodide  of  potassium,  but  the  obstruction 
was  not  entirely  removed.  As  a  result  of  the  treatment, 
the  swelling  of  the  tongue  subsided  and  the  ulcer  healed. 

It  must  always  be  difficult  to  establish  the  existence  of 
a  causal  connection  between  syphilis  and  affections  of  the 
stomach  and  small  intestines.  In  this  respect  the  acquired 
disease  differs  in  a  very  marked  manner  from  hereditary 
syphilis.  Ulcers  of  the  stomach  and  small  intestines  have 
been  noticed  in  a  few  cases  in  which  obvious  manifesta- 
tions of  syphilis,  e.g.  gummata,  were  present  in  other 
organs ;  but  the  mere  coexistence  of  the  two  appearances 
may,  at  least  in  some  cases,  have  been  merely  accidental. 
Cornil,*  however,  has  recorded  a  case  in  which  gummata 
were  found  post-mortem  in  the  stomach  and  liver.  Those 
in  the  stomach  were  situated  in  the  mucous  membrane 
along  the  small  curvature,  and  consisted  of  flattened 
reddish  tumours,  the  largest  measuring  two  inches  in 
diameter.  The  lymphatic  glands  at  the  small  curvature 
were  hypertrophied  and  indurated,  and  a  white,  hard,  and 
radiating  cicatrix  was  seen  on  the  peritoneal  surface  of 
the  stomach.  The  sub-mucous  connective  tissue  of  the 
stomach  generally  was  much  hypertrophied.  The  sym- 
ptoms during  life  were  pain,  vomiting,  and  other  indica- 
tions of  disturbed  digestion.  A  gummatous  tumour 
existed  in  the  liver.  A  case  of  syphilitic  duodenal  ulcer 
(cicatrix  found  on  post-mortem  examination)  has  been 
recently  reported  by  Dr  Ohvostek.f  The  symptoms  were 
pain,  vomiting,  and  a  feeling  of  constriction,  coming  on 
three  hours  after  eating.  There  was  a  history  of  syphilitic 
infection  three  years  previously. 

With  the  exception  of  the  rectum,  the  intestines  are 
very  rarely  the  seat  of  syphilitic  lesions.    A  few  cases, 
however,  have  been  recorded,  in  which  gummatous  growths, 
ulcers  and  cicatrices  were  found  in  these  parts,  associated- 
with  decided  evidences  of  syphilis  elsewhere.     There  is 

*  "  Syphilis/'  translated  by  Drs  Simes  and  White,  p.  375. 
t  •  Vierteljahrsschrift  f.  Derm.  u.  Syph.,'  Heft  1,  1882. 
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Botliing  peculiar  in  the  appearance  of  such  ulcers  and 
their  cicatrices,  and  they  cannot  be  positively  distinguished 
from  those  due  to  other  causes.  The  symptoms  also  do 
not  present  any  special  character  ;  they  consist  mainly  in 
diarrhoea,  with  perhaps  a  little  blood  in  the  stools,  loss 
of  flesh  and  strength  and  gradually  increasing  cachexia. 
Neither  peritonitis  nor  perforation  of  the  intestine  has 
been  observed.  In  some  reported  cases  in  which  sym- 
ptoms of  ulceration  of  the  bowels  coexisted  with  evidences 
of  syphilis,  the  administration  of  mercurials  and  iodide  of 
potassium  was  followed  by  improvement  and  cure. 


Syphilis  of  the  Eectum 

The  rectum  is  far  more  commonly  affected  by  syphilis 
than  any  other  portion  of  the  intestines,  and  lesions  of 
this  part,  viz.  ulceration,  with  or  without  stricture  as  a 
result,  occur  in  the  three  stages  of  the  disease.  Hard 
chancres  may  occur  in  the  rectum,  and  the  secretions  from 
condylomata  around  the  anus  may  set  up  ulceration  in  the 
mucous  membrane  of  the  bowel.  Gummatous  deposits, 
however,  and  the  ulceration  to  which,  tbey  give  rise,  are 
the  most  common  causes  of  syphilitic  affections  of  the 
rectum.  Not  only  true  syphilis,  but  soft  chancres  near 
the  anal  orifice  sometimes  give  rise  to  ulceration  and 
stricture  of  the  rectum. 

With  regard  to  the  effect  of  soft  chancres,  it  has  been 
asserted  by  a  few  writers  that  these  are  the  exclusive 
cause  of  "  syphilitic  contraction  of  the  rectum."  My  own 
opinion,  however,  is  that  the  condition  in  question  is 
very  rarely  the  effect  of  soft  sores,  but  I  am  not  prepared 
altogether  to  deny  the  possibility  of  such  a  causation. 
The  ulceration  may  extend  from  soft  chancres  near  the 
anus,  or  the  secretion  from  these  sores  may  be  brought 
into  contact  with  the  mucous  membrane  of  the  bowel  in 
another  way.  The  result  in  either  case  is  an  ulcer  followed 
by  thickening  of  the  submucous  connective  tissue.  After 


162 


SYPHILIS  AND  PSBUDO-STPHILIS 


a  time^  the  cicatrised  and  thickened  portions  form  a  hard 
ring,  which  is  situated  at  from  one  to  two  inches  above 
the  anus.  The  muscular  coat  is  hypertrophied,  and  above 
the  constricted  portion,  the  mucous  membrane  is  denuded 
of  its  epithelium  and  glandular  layer.  The  symptoms 
are — frequent  desire  to  pass  stools ;  discharge  of  muco- 
purulent fluid ;  occasional  diarrhoea,  loss  of  flesh  and 
strength  and  general  indications  of  cachexia.  The 
majority  of  the  cases  hitherto  reported  have  occurred  in 
women. 

Syphilitic  lesions  of  the  rectum  may  be  due  (1)  to  pri- 
mary ulceration,  (2)  to  mucous  papules,  or  (3)  to  gumma- 
tous nodules  or  infiltration.  With  regard  to  the  first 
cause,  a  primary  ulcer  may  extend  from  the  vicinity  of 
the  anus,  or  the  virus  of  syphilis  may  be  brought  into 
contact  with  the  mucous  membrane  of  the  bowel.  Mucous 
papules  are  rarely  found  on  the  rectal  mucous  membrane. 
Condylomata,  however,  at  the  margin  of  the  anus  are 
particularly  prone  to  spread  and  to  become  ulcerated  and 
fissured  ;  and  the  mucous  membrane  of  the  lower  part  of 
the  rectum  may  thus  become  involved.  In  the  healing  of 
these  ulcers,  some  amount  of  contraction  is  likely  to  take 
place,  but  the  constriction  from  this  cause  would  be  situ- 
ated close  to  the  anus  and  only  slight  in  character.  There 
would  likewise  be  cicatrices  or  other  marks  of  ulceration 
around  the  anus.  It  is,  however,  supposed  by  some 
authors  that  ulceration  and  stricture  of  the  rectum  are 
generally  due  to  the  development  of  condylomata  within 
the  bowel,  and  their  subsequent  stages  of  ulceration  and 
cicatrisation. 

Gummatous  deposits  and  infiltration  of  the  submucous 
tissue  are  the  most  common  causes  of  syphilitic  ulcera- 
tion and  stricture  of  the  rectum.  Fournier,*  however, 
dissents  from  this  view,  and  thinks  that  in  the  majority 
of  cases  of  stricture  of  the  rectum  in  syphilitic  subjects, 
the  condition  is  due  to  an  infiltration  of  the  ano-rectal 

*  •  L&ions  tertiares  de  I'anus  et  du  rectum,*  and  E.  Godebert,  '  Essai  sur 
cs  retrec.  syph.  du  rectum,'  Paris,  1873. 
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walls  witli  a  new  formation  of  unknown  structure,  which 
undergoes  fibroid  changes  and  produces  contraction  of 
the  calibre  of  the  bowel.  He  states  that,  as  a  general 
rule,  neither  ulceration  nor  cicatrices  can  be  found  in  the 
rectum  in  cases  of  syphilitic  stricture,  and  hence  he  infers 
that  the  morbid  changes  involve  the  submucous  tissues 
rather  than  the  mucous  coat.  Zeissl,*  on  the  other  hand, 
states  that  the  lesion  is  due  to  gummatous  infiltration  of 
the  submucous  tissue.  The  disintegration  of  the  deposit 
causes  ulceration  of  the  free  borders  of  the  longitudinal 
folds,  and  of  the  mucous  membrane  between  adjacent 
folds.  When  cicatrisation  takes  place,  some  of  these  folds 
are  either  obliterated  or  become  adherent  to  each  other  : 
in  either  case,  the  calibre  of  the  bowel  is  reduced.  Zeissl 
further  states  that  distinct  gummata  are  sometimes  deve- 
loped in  the  submucous  tissue,  and  are  followed  by  disin- 
tegration, ulceration,  and  severe  stricture.  He  reports  a 
case  of  this  nature,  occurring  in  a  man  presenting  also 
syphilitic  nodes  and  sarcocele.  Baumler'sf  view  of  these 
cases  is  that  strictures  of  the  rectum  in  young  women  are 
most  frequently  due  to  chancre- cicatrices  ;  in  old  women 
and  in  men  they  may  be  due  to  cancer  or  to  syphilitic  in- 
filtration. Gummata  and  the  strictures  resulting  from 
them  occur  higher  up  in  the  rectum ;  chancres  are  usually 
less  than  two  inches  from  the  anal  orifice.  Yirchow  (as 
quoted  by  Baumler)  leaves  the  question  unsettled,  as  he 
has  had  no  opportunity  of  examining  the  disease  in  its 
early  stages.  Mr  Allingham,  my  colleague  at  St  Mark^s 
Hospital,  believes  that  syphilitic  stricture  of  the  rectum  is 
almost  invariably  the  result  of  tertiary  lesions,  and  my 
own  opinion,  as  stated  above,  coincides  with  this  view. 

It  is  probable  that  gummatous  deposits  in  the  rectum 
do  not  give  rise  to  any  particular  symptom  until  disinte- 
gration and  ulceration  take  place.  When  these  changes 
are  in  progress,  the  patient  will  complain  of  a  sensation  of 

*  '  Lehrbuch  der  Syphilis,'  p.  511. 

t  'Ziemssen's  Haiulbuch  der  spec.  Pathol,  u.  Therapic,'  3  Bd.,  p.  205,  ii 
Auflage. 
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fulness  in  tlie  bowel  and  frequent  desire  to  go  to  stool^  the 
motions  being  small  and  scanty  and  often  consisting  merely 
of  sero -purulent  or  gelatinous  matter.  As  the  ulceration 
continues  there  will  be  more  and  more  pain  in  the  bowel, 
increased  after  defaecation,  spasm  of  the  sphincter,  and 
alternating  attacks  of  diarrhoea  and  constipation.  Pain 
in  the  legs  and  back,  loss  of  appetite,  and  in  some  cases 
vomiting  will  now  be  complained  of.  When  cicatrisation 
is  in  progress  and  contraction  is  taking  place,  symptoms 
due  to  the  mechanical  obstruction  will  be  superadded  to 
those  just  mentioned.  These  are  more  or  less  obstinate 
constipation,  with  occasional  attacks  of  diarrhoea,  disten- 
sion of  the  abdomen,  loss  of  appetite,  etc.  Abscesses 
sometimes  form  above  the  strictured  portion,  and  make 
their  way  by  the  side  of  the  bowel  to  the  surface,  and 
thus  cause  fistulae. 

On  examination,  when  the  disease  is  in  the  early  stage, 
the  ulceration  is  generally  found  to  be  within  two  inches 
of  the  anus.  The  ulcer  varies  in  size,  its  surface  is  red 
and  covered  with  more  or  less  purulent  matter  ;  sometimes 
the  whole  circumference  of  the  bowel  is  thus  affected. 
The  ulceration  may  involve  the  muscular  coat  and  destroy 
a  considerable  portion  of  the  internal  sphincter.  When 
contraction  has  taken  place,  the  calibre  of  the  bowel  will 
be  found  more  or  less  reduced  ;  in  very  severe  cases  even 
a  small  sound  is  passed  with  difficulty.  Above  the  stric- 
ture the  rectum  is  much  dilated. 

The  diagnosis  of  stricture  of  the  rectum  is  for  the  most 
part  easily  made,  but  the  exact  cause  of  the  affection  is 
often  difficult  to  determine.  Syphilitic  stricture  is  chronic 
in  its  course,  and  therein  differs  from  cancerous  stricture 
of  the  rectum.  In  cancer,  also,  hard  nodular  masses  can 
be  felt  in  the  walls  of  the  bowel,  and  the  pain  is  always 
very  severe.  It  is  probable  that  strictures  of  the  rectum 
are  often  due  to  tuberculous  deposits  and  ulceration.  The 
history  of  the  case  and  any  coexisting  symptoms  will  aid 
in  establishing  the  diagnosis. 

Treatment. — In  the  early  stages,  syphilitic  ulceration  of 
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the  rectum  is  curable,  but  if  the  calibre  of  tbe  bowel  be 
much  reduced,  relief  of  the  urgent  symptoms  is  all  that 
can  be  attained.  Constitutional  treatment  by  mercury  or 
iodide  of  potassium  should  always  be  tried ;  calomel 
ointment  should  be  applied  to  the  ulcer  and  the  bowels 
must  be  kept  open  by  some  mild  aperient.  A  non-stimu- 
lating diet  and  rest  in  the  recumbent  position  are  neces- 
sary adjuncts  to  the  treatment.  If  there  be  much  irrita- 
tion morphia  should  be.,  added  to  the  calomel  ointment. 
When  stricture  exists,  attempts  should  be  made  to  dilate 
it  by  means  of  a  rectum  bougie,  used  every  other  day  for 
some  weeks.  If  no  good  result  be  obtained,  and  the  infil- 
tration be  very  dense  and  resistant,  the  thickened  portion 
should  be  divided  in  several  places  with  a  bistoury  or  a 
hernia-knife,  care  being  taken  not  to  cut  too  deeply. 
The  use  of  the  bougie  is  then  to  be  resumed.  If  these 
measures  fail  to  procure  relief,  the  question  of  colotomy 
will  have  to  be  considered. 


Syphilitic  Affections  of  the  Liver  and  Pancreas 

Hepatic  affections  connected  with  syphilis  have  been 
observed  from  a  very  early  period,  but  it  is  only  during 
the  last  thirty  years  that  the  lesions  have  been  carefully 
studied  and  classified.  Of  all  the  internal  organs  the  liver 
is  the  one  in  which  changes  due  to  syphilis  are  most 
frequently  seen,  and  these  occur  during  the  secondary  and 
tertiary  periods,  but  principally  during  the  latter  stage. 
Jaundice  sometimes  accompanies  the  development  of  the 
syphilitic  exanthemata ;  and  in  the  cases  in  which  it  is  a 
prominent  symptom  it  has  been  observed  that  evidences 
of  decided  constitutional  disturbance,  viz.  general  depres- 
sion, headache,  vomiting,  and  fever  were  likewise  present. 
The  symptom  is  neither  very  marked  nor  of  long  duration, 
the  skin  regains  its  normal  colour  in  three  or  four  weeks. 
As  a  matter  of  course,  while  it  lasts,  the  yellow  tinge 
modifies  the  appearance  of  any  existing  roseola.  Various 
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theories  have  been  propounded  as  to  the  cause  of  this 
symptom.  Congestion  of  the  liver,  compression  of  the 
biliary  ducts  by  swollen  glands,  the  propagation  of  inflam- 
mation from  the  intestinal  mucous  membrane  to  the  biliary 
ducts,  have  all  been  considered  to  play  a  part  in  its 
causation,  but  it  would  seem  that  congestion  is  the  most 
probable  cause.  The  patients  complain  of  pain  or  uneasi- 
ness in  the  hepatic  region,  and  the  liver  may  project  one 
or  two  fingers'  breadth .  beyond  the  margin  of  the  ribs. 
The  majority  of  the  cases  have  occurred  in  women.  In 
a  few  instances  the  jaundice  of  patients,  the  subjects  of 
secondary  syphilis,  has  been  found  to  be  due  to  acute 
yellow  atrophy  of  the  liver,  a  condition  which  is  not  con- 
nected with  syphilis. 

Far  more  important  affections  of  the  liver  are  not  in- 
frequent in  the  later  stages  of  syphilis.  There  are  several 
distinct  morbid  processes,  which  may  be  variously  com- 
bined with  each  other.  These  are : — 1.  Chronic  inter- 
stitial hepatitis  or  cirrhosis.  2.  Fibroid  and  gummatous 
infiltration.  3.  The  development  of  gummata.  4.  Amy- 
loid degeneration,  which,  however,  is  not  characteristic  of 
syphilis,  though  often  found  associated  with  severe  tertiary 
lesions. 

1.  Chronic  interstitial  hepatitis  or  cirrhosis  rarely 
involves  the  whole  liver,  but  is  generally  confined  to  a 
few  parts.  Cornil  states  that  the  disease  consists  in  the 
local  formation  of  fibrous  tissue ;  Glisson's  capsule  becomes 
thickened,  and  fibrous  adhesions  are  formed  between  the 
liver  and  neighbouring  parts.  The  new  connective 
tissue  does  not,  however,  as  in  alcoholic  cirrhosis, 
envelop  each  lobule ;  it  divides  the  liver  into  roundish  or 
irregular  portions  or  lobes,  so  that  the  organ  somewhat 
resembles  the  kidneys  of  young  animals.  These  lobes 
are  separated  by  depressions  or  more  or  less  deep  furrows. 
The  liver  thus  becomes  much  reduced  in  size,  and  so 
much  altered  in  shape  that  it  may  be  difficult  to  distin- 
guish its  various  parts.  The  left  lobe  is  drawn  towards 
the  right.    When  cut  into,  constricting  bands  of  fibrous 
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tissue,  wliich  creak  under  the  knife,  are  found  to  be  the 
cause  of  the  lobulated  condition  of  the  organ.  Many  of 
the  hepatic  cells  are  more  or  less  atrophied  and  gran- 
ular, while  others  are  normal.  The  surface  may  also 
present  numerous  depressions  and  cicatrices,  due  to  the 
absorption  of  gummata,  and  adherent  shreds  of  fibrous 
tissue,  the  remains  of  perihepatitis.  The  nodules  and 
projections  can  sometimes  be  felt  during  life,  especially 
if,  as  often  happens,  the  liver  assumes  a  spherical  shape 
and  projects  below  the  margin  of  the  ribs. 

The  symptoms  of  syphilitic  cirrhosis  resemble  those  of 
ordinary  cirrhosis.  Other  symptoms  of  constitutional 
syphilis  will  coexist,  and  in  advanced  cases  there  will  be 
ascites,  wasting,  and  probably  chronic  peritonitis,  and 
the  passage  of  dark  urine  containing  large  quantities 
of  abnormal  colouring  matter.  The  disease  pursues  a 
chronic  course,  and  thus  differs  from  cancerous  affections 
of  the  organ.  In  cirrhosis  due  to  alcohol  the  nodules  are 
smaller  and  more  uniform  in  size,  and  much  more  nume- 
rous ;  the  cut  surface  is  more  homogeneous,  and  the 
fibrous  septa  are  less  thick.  The  superficial  furrows  are 
not  so  deep,  and  the  alterations  in  form  are  less  marked. 

2.  Gummatous  formations  are  easily  distinguished 
from  other  growths  in  the  liver.  They  are  found  in  two 
forms  :  (1)  that  of  a  general  or  diffuse  infiltration,  a  con- 
dition seen  in  children  the  subjects  of  hereditary  syphilis ; 
(2)  as  isolated  growths.  The  former  will  be  described  in 
the  chapter  on  infantile  syphilis. 

Gummatous  nodules  are  of  somewhat  frequent  occur- 
rence in  the  liver  in  severe  cases  of  constitutional  syphilis. 
They  are  often  found  associated  with  the  fibroid  induration, 
and  more  rarely  scattered  throughout  an  otherwise  healthy 
parenchyma.  They  are  rounded  in  shape,  and  vary  very- 
much  in  size ;  some  are  minute,  no  larger  than  a  pin's 
head  or  millet  seed,  whilst  the  largest  attain  the  size  of 
an  egg,  and  there  are  many  intermediate  sizes.  They 
may  be  either  deep  seated  or  superficial,  and  projecting 
as  roundish  elevations  beneath  the  capsule.    They  are 
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also  often  found  beneath  the  depressed  cicatrices  on  the 
surface.  When  incisions  are  made  through  the  liver,  the 
gummata  are  seen  to  be  of  a  yellow  or  yellowish-white 
colour ;  the  central  part  is  homogeneous,  soft,  and  caseous, 
while  the  periphery  is  made  up  of  dense  fibrous  tissue 
which  sends  out  prolongations  in  various  directions. 
According  to  the  stage  of  development,  the  surface  is 
either  dry  or  covered  with  a  milky  fluid.  Absorption 
may  take  place,  and  result  in  a  fibrous  cicatrix,  the 
yellow  caseous  portion  having  entirely  disappeared.  The 
thick  fibrous  zone  has  a  marked  tendency  to  contract ; 
it  would  appear  to  be  a  special  formation,  and  not  merely 
a  condensed  portion  of  the  proper  structure  of  the  liver. 
The  yellow  substance  is  composed  of  embryonic  tissue, 
containing  in  its  interstices  multitudes  of  small  cells  and 
round  nuclei,  those  situated  in  the  centre  being  often 
more  or  less  atrophied.  The  growths  are  but  sparingly 
supplied  with  blood-vessels,  some  of  which  are  partially 
obliterated. 

Gummatous  growths  in  the  liver,  and  the  changes  to 
which  they  give  rise,  were  for  a  long  time  confounded 
with  tubercles  and  cancer.  Tuberculosis  of  the  liver  is 
never  primary ;  there  is  always  a  pre-existing  tuberculosis 
in  other  organs.  It  shows  itself  in  the  form  either  of 
translucent  miliary  granulations  or  of  yellowish  masses,  as 
large  as  a  pea  or  bean.  It  does  not  give  rise  to  defor- 
mities of  the  organ,  or  to  those  deep  furrows  which  are 
characteristic  of  syphilis.  With  regard  to  cancer,  the 
nodules  are  reddish  on  section  and  they  are  not,  as  in 
syphilis,  surrounded  by  a  firm  zone  of  fibrous  tissue. 
They  are  often  flattened  or  even  excavated  at  the  surface 
of  the  liver,  and  they  are  abundantly  supplied  with  blood- 
vessels. 

The  symptoms  of  gummata  of  the  liver  vary  according 
to  the  extent  to  which  the  organ  is  implicated  and  the 
duration  of  the  case.  If  the  liver  be  much  enlarged  and 
the  nodules  be  near  the  anterior  surface,  they  may  be 
detected  on  palpation.    Jaundice  is  sometimes  observed. 
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As  the  case  proceeds,  pain  or  discomfort  in  the  region  of 
the  liver,  dryness  of  the  skin,  derangement  of  the  diges- 
tive functions,  ascites,  albuminuria,  emaciation,  vomiting, 
and  diarrhoea  generally  supervene.  There  is  sometimes 
hgematemesis  towards  the  close.  The  affection  is  usually 
of  long  duration.  Other  signs  of  syphilis,  such  as  gum- 
mata  of  the  skin,  cicatrices  in  the  throat,  and  bony  lesions, 
almost  invariably  coexist. 

The  prognosis  of  syphilitic  cirrhosis  of  the  liver  and  of 
gummatous  growths  is  for  the  most  part  unfavorable,  espe- 
cially if  the  liver  be  much  contracted.  Ascites  and  diar- 
rhoea are  serious  symptoms.  If  the  liver  be  enlarged,  some 
benefit  may  be  expected  from  treatment,  provided  that  the 
general  condition  of  the  patient  is  not  very  unfavorable. 

Treatment. — Iodide  of  potassium  is  the  remedy  upon 
which  the  most  reliance  is  to  be  placed,  and  it  must  be 
given  in  large  doses  and  for  long  periods.  It  is  well  to 
begin  with  doses  of  gr.  v  three  times  a  day  with  gr.  ij 
Ammon.  Garb.,  and  gradually  to  increase  the  iodide  by 
adding  a  grain  or  two  to  each  dose,  until  60  or  even  100 
grains  are  taken  every  day.  This  quantity  may  be  con- 
tinued for  some  weeks  unless  iodism  be  produced.  The 
iodide  should  be  given  dissolved  in  Decoct.  Sarsee  Comp., 
the  quantity  of  the  latter  being  increased  in  proportion. 
When  the  stomach  rejects  these  large  doses  of  the  iodide, 
it  is  well  to  give  it  in  some  effervescing  fluid,  as  seltzer 
water,  &c. 

Amyloid  degeneration  of  the  liver  sometimes  occurs 
in  patients  suffering  from  severe  syphilitic  affections,  such 
as  caries  or  necrosis  with  long- continued  suppuration. 
Like  acute  yellow  atrophy,  however,  the  lardaceous  change 
is  not  characteristic  of  syphilis ;  it  is  met  with  in  other 
chronic  diseases,  e.g.  pulmonary  consumption,  and  in 
various  disorders  of  nutrition.  The  most  prominent  sym- 
ptoms are  :  great  enlargement  of  the  organ,  a  feeling  of 
pressure  and  tension,  ascites,  clay- coloured .  fsecea  and 
anaemia.  Enlargement  of  the  spleen  and  albuminuria 
generally  coexist.    The  condition  is  one  in  which  little 
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benefit  can  be  expected  from  medicines,  but  iodide  of 
potassium  or  iodide  of  iron  may  be  tried. 

With  regard  to  tbe  pancreas,  very  few  observations 
bave  been  made  of  any  changes  presumably  due  to 
syphilis.  Lancereaux  mentions  a  case  in  which  gumma- 
tous growths  in  the  pancreas  coexisted  with  similar 
tumours  elsewhere.  He  also  states  that  in  several  cases 
of  visceral  syphilis,  he  has  found  the  pancreas  in  a  condi- 
tion of  induration.  Enlargement  of  the  pancreas,  due  to 
hypertrophy  of  the  interstitial  connective  tissue,  is  not  un- 
frequent  in  cases  of  hereditary  syphilis. 

Syphilitic  Affections  op  the  Spleen 

But  few  examples  of  syphilitic  changes  of  the  spleen 
have  been  placed  on  record.  In  the  eruptive  stage  of 
syphilis,  some  amount  of  swelling  ordinarily  takes  place  ; 
at  a  later  stage,  formation  of  fibrous  tissue,  leading  to 
thickening,  induration,  and  subsequent  contraction,  has 
been  observed.  Hypertrophy  of  the  spleen  is  also  met 
with,  and  in  cases  presenting  no  appearances  of  amyloid  dis- 
ease. In  eight  cases  of  this  kind,  the  average  weight  of  the 
spleen  was  nineteen  ounces.  Gummata  are  rare.  They 
present  the  same  appearances  as  those  found  in  the  liver, 
that  is,  they  consist  of  yellowish  nodules,  varying  in  size 
from  that  of  a  pea  to  that  of  a  walnut,  roundish  in  shape, 
and  circumscribed  by  an  indurated  fibrous  zone.  Amyloid 
degeneration  has  been  found  in  severe  cases  of  constitu- 
tional syphilis. 

Syphilitic  Affections  of  the  Kidneys 

It  is  probable  that  the  kidneys  are  more  frequently 
affected  in  syphilis  than  is  generally  supposed,  but  it  is 
doubtful  whether  the  syphilitic  poison  per  se  is  suflBcient 
to  produce  acute  Bright's  disease.  Other  well-known 
causes  of  kidney  affections  frequently  coexist  in  cases  of 
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syphilis,  and  it  is  difl5cult  to  estimate  the  part  played  by 
each.  It  is  well  known  that  amyloid  changes  are  often 
found  in  the  kidneys  of  syphilitic  subjects.  The  renal  lesions 
of  the  secondary  and  tertiary  periods  include  interstitial 
nephritis  and  gummatous  formations.  The  former  is 
characterised  by  gradual  increase  of  the  connective  tissue 
of  the  stroma,  and  atrophy  of  the  tubular  elements.  The 
kidneys  eventually  become  smaller  than  usual,  owing  to 
the  contraction  of  the  intertubular  growth.  More  or  less 
deep  depressions  are  found  on  the  surface  to  which  the 
capsule  firmly  adheres.  On  section,  the  appearances  are 
those  of  ordinary  interstitial  nephritis. 

Gummatous  formations  are  found,  though  rarely,  in  the 
kidneys,  and  appear  either  as  distinct  nodules,  or  as  fibroid 
cicatrices  and  caseous  patches.  In  the  majority  of  the 
cases  the  gummata  are  found  in  the  cortical  portion  of 
the  kidney  and  near  the  surface  :  they  take  the  form  of 
rounded  yellowish  masses,  varying  in  size,  but  rarely  ex- 
ceeding half  an  inch  in  diameter.  Fibrous  patches  or 
cicatrices  on  the  surface  of  the  kidney  generally  coexist, 
and  are  in  all  probability  the  remains  of  gummatous 
growths.     The  liver  is  always  simultaneously  implicated. 

The  symptoms  of  interstitial  nephritis,  due  to  syphilis, 
resemble  those  of  the  same  affection  due  to  ordinary 
causes.  Albuminuria,  oedema  or  anasarca  are  generally 
observed.  The  syphilitic  origin  of  the  disease  can  be 
inferred  only  when  decided  evidences  of  syphilis  are  pre- 
sent. These  latter,  however,  may  be  very  obscure.  If 
enlargement  and  deformity  of  the  liver  coexist  with  the 
albuminuria,  the  nature  of  the  case  will  be  rendered  evi- 
dent. Amyloid  degeneration  of  the  kidney,  due  to  syphilis, 
presents  no  peculiar  features.  As  the  case  advances, 
there  is,  however,  a  more  marked  degree  of  atrophy  than 
is  associated  with  the  same  condition  due  to  other  causes. 

The  prognosis  in  all  cases  of  syphilitic  disease  of  the 
kidney  is  unfavourable,  but  in  the  early  stages  some  relief 
to  the  symptoms  may  be  expected  from  full  doses  of 
iodide  of  potassium. 

11 
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CHAPTER  XY 

SYPHILITIC  AFFECTIONS  OF  THE  0EGAN8  OF  THE  THOEAX,  AND 
OF  THE  ARTERIES  AND  VEINS 

The  Lungs. — Pulmonary  lesions  occurring  in  syphilitic 
subjects  are  not  necessarily  connected  with  syphilis,  but 
there  are  undoubtedly  some  affections  of  the  lungs  which 
are  directly  due  to  the  syphilitic  virus.  They  appear  in 
tlie  earlier  as  well  as  in  the  later  stages  of  the  disease. 

In  tlie  earlier  stages,  irritation  of  the  bronchial  mucous 
membrane  accompanies  or  precedes  the  eruption  in  some 
cases,  and  a  sudden  and  somewhat  severe  attack  of  bron- 
chitis is  occasionally  observed.  When  the  eruption 
appears,  the  chest-symptoms  either  subside  altogether  or 
become  much,  lessened.  This  so-called  syphilitic  bron- 
chitis appears  to  be  analogous  to  the  same  symptom  which 
so  often  accompanies  the  eruptive  slage  of  the  exanthe- 
mata. In  other  cases,  the  sudden  disappearance  of  a 
syphilitic  eruption  has  been  followed  by  symptoms  of 
bronchitis  and  fever.  The  bronchitis  is  sometimes  persistent, 
and  is  attended  with  copious  muco-pui'ulent  expectoration, 
loss  of  flesh  and  strength,  night-sweats  and  hectic,  and  the 
symptoms  may  closely  resemble  those  of  phthisis.  Ex- 
amination, however,  will  fail  to  detect  any. signs  of  cavities 
or  of  consolidation.  Dr  Stokes  has  pointed  out  that  the 
principal  ground  for  the  diagnosis  between  syphilitic  irri- 
tation of  the  bronchi  and  tubercle  is  the  want  of  accord- 
ance between  the  physical  signs  and  the  constitutional 
symptoms.  Dr  Walshe  mentions  one  source  of  difficulty 
which  may  arise  in  these  cases ;  the  infra-clavicular  ribs 
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and  clavicle  may  become  thickened  from  periostitis  and 
produce  dulness  on  percussion,  wliicli  cannot  positively 
"  be  distinguished  from  that  of  tubercle  within  the  lung. 
Here  the  observer  must  wait  for  events  to  clear  up  the 
diagnosis." 

The  syphilitic  lung-affections  which  occur  in  the  later 
stages  of  the  disease  take  the  form  of  fibroid  induration 
and  g-ummatous  formations,  the  latter  being  the  more 
characteristic  of  the  two.  Either  of  these  conditions  may 
occur  in  the  lungs  alone,  or  may  be  the  result  of  exten- 
sion from  the  bronchi  or  the  pleura. 

When  the  disease  extends  from  the  bronchi,  it  generally 
takes  the  form  of  callous  induration  of  the  pulmonary 
tissue,  some  of  the  bronchial  tubes  being  at  the  same  time 
narrowed  from  cicatricial  contraction,  and  the  larynx  and 
trachea  being  similarly  implicated,  or,  in  some  cases, 
appearing  normal.  This  fibroid  induration  attacks  the 
base  or  root  of  the  lung,  and  not  the  apex ;  it  exhibits  no 
tendency  towards  softening  or  caseous  changes,  and  it  is 
generally  associated  with  peculiar  puckerings  of  the 
pleura.  It  is  not  spread  over  a  whole  lobe,  but  affects 
small  nodules.  The  air-cells  are  not  primarily  affected, 
the  disease  consisting  in  induration  of  the  connective 
tissue  surrounding  the  branches  of  the  pulmonary  and 
bronchial  arteries. 

Gummatous  growths,  in  various  stages  of  development, 
are  found  in  the  lungs.  They  differ  from  tubercles  in 
not  occupying  the  apices ;  their  most  frequent  seat  being 
the  middle  and  lower  portions  of  the  lungs.  They  are 
generally  few  in  number,  and  white  or  yellowish  in  colour  ; 
they  vary  in  size  from  that  of  a  pea  to  that  of  a  walnut. 
It  sometimes  happens  that  a  gummatous  infiltration  of 
the  wall  of  the  thorax  invades  the  pleura,  and  extends 
to  the  lung.  Fournier  has  pointed  out  that  whereas 
tubercles  of  the  lung  tend  to  become  confluent,  the 
gummata  generally  remain  isolated,  and  when  softening 
takes  place  they  do  not  break  down  altogether,  owing  to 
the  firm  fibrous  zone  by  which  they  arc  surrounded. 
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The  symptoms  of  guramata  of  the  lunga  resemble  those 
of  pulmonary  phthisis,  but  their  course  is  less  rapid,  and 
in  some  cases  it  has  been  observed  that  notwithstanding 
the  severity  of  the  local  symptoms  the  strength  of  the 
patient  was  less  affected  than  in  ordinary  cases  of  consump- 
tion. The  fact  that  the  upper  lobes  of  the  lungs  are 
generally  unaffected  in  such  cases  is  one  of  considerable 
importance  as  regards  diagnosis.  The  effect  of  trea.tment 
will  likewise  aid  in  indicating  the  true  nature  of  the  case. 
Some  authorities  have  alluded  to  the  frequency  with 
which  laryngeal  ulceration  coexists  with  pulmonary 
syphilis.  It  must  not  be  forgotten  that  patients  suffering 
from  the  laryngeal  affection  in  a  severe  form  often  ex- 
hibit many  of  the  symptoms  of  phthisis ;  but  a  careful 
examination  will  prove  that  their  lungs  are  free  from 
disease,  and  all  the  symptoms  will  disappear  under  anti- 
syphilitic  treatment.  The  diagnosis  will,  of  course,  be 
materially  aided  by  the  history  of  the  case,  and  the 
almost  invariable  coexistence  of  other  symptoms  of 
syphilis. 

Miliary  tubercles  are  sometimes  found  in  the  lungs 
associated  with  gummatous  nodules,  in  various  stages  of 
growth  and  development,  and  it  may  therefore  be  ad- 
mitted that  syphilis  is  one  cause  of  pulmonary  tuber- 
culosis. Dr  Aitken's  experience  leads  him  to  believe 
that  syphilis  is  an  important  agent  in  the  production  of 
pulmonary  disease  among  soldiers,  and  especially  among 
the  Household  troops. 

In  any  given  case  of  pulmonary  disease  of  which 
syphilis  is  supposed  to  be  the  cause,  iodide  of  potassium 
is  the  remedy  which  is  mainly  indicated.  For  cases  of 
syphilitic  bronchitis  mercury  is  to  be  preferred.  Quinine, 
cod-liver  oil,  and  other  tonics  may  also  be  required  if  hec- 
ticj  emaciation,  and  other  evidences  of  debility  be  present. 

The  Heaet. — Syphilitic  affections  of  the  heart  occur  in 
the  forms  of  inflammatory  induration  of  the  muscular 
substance  and  of  gummatous  formations.  The  two  con- 
ditions may  coexist.     In  a  very  marked  case  recently 
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recorded  by  Professor  Teissier,  tlie  patient,  a  woman,  aged 
twenty-seven,  had  suffered  from  syphilis  for  about  three 
years,  but  was  apparently  in  good  health  until  the  day 
before  her  death,  when  she  bad  an  attack  of  colic  and 
dyspnoea.  She  died  in  a  state  of  asphyxia  at  the  Hotel 
Dieu.  On  post-mortem  examination  signs  of  endocarditis 
were  found  in  both  ventricles,  but  especially  in  the  left, 
the  muscular  structure  of  which,  however,  was  almost 
normal.  The  wall  of  the  right  ventricle  and  the  inter- 
ventricular septum  were  much  changed.  The  former 
presented  scarcely  any  trace  of  muscular  tissue,  having 
been  converted  into  a  grey  fibrous  layer  of  a  firm  consist- 
ence, and  creaking  under  the  scalpel,  and  exhibiting  on 
section  small  whitish  masses  as  large  as  lentils,  which 
contrasted  with  the  grey  semi-transparent  tissue  in  which 
they  were  imbedded.  The  septum  contained  similar  white 
masses.  The  only  other  lesions  referable  to  syphilis,  viz. 
small  gummata  and  changes  in  the  coats  of  the  vessels, 
were  found  in  the  kidneys.  Virchow  believes  that  the  two 
processes,  the  diffuse  interstitial  myocarditis  and  the 
gummatous  formations,  are  both  the  results  of  syphilis, 
and  that  they  may  occur  independently  of  each  other. 
Other  pathologists  regard  the  interstitial  inflammation  as 
due  to  the  presence  of  the  gummatous  nodules.  The 
former  opinion  would  appear  to  be  correct,  inasmuch  as  in 
a  few  cases  interstitial  myocarditis  was  not  accompanied 
by  any  gummatous  formations. 

In  Prof.  Teissier's  case  there  were  no  marked  symptoms 
of  any  heart-affection  beyond  slight  difficulty  of  breathing 
and  palpitation  on  active  exertion. 

Syphilitic  Affections  of  the  Aeteries  and  Veins. — 
Affections  of  the  arteries  as  a  result  of  syphilis,  were 
alluded  to  by  the  older  authors  on  this  disease.  They 
believed  that  the  changes  it  produced  were  sometimes  the 
cause  of  constriction  and  occlusion  of  the  arteries,  and  also 
of  aneurism,  but  they  appear  to  have  attributed  the 
arterial  lesions  to  the  extension  of  disease  from  neighbour- 
ing parts.     Lancisi,  for  instance,  describes  cases  in  which 
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bony  tumours  caused  compression  oi  arteries,  and  after- 
wards, by  the  suppuration  to  which  they  gave  rise, 
produced  a  thickening  and  dilatation  of  the  coats  of  the 
vessels.  Morgagni  attributed  to  syphilis  certain  changes 
in  the  aorta,  and  especially  some  aneurismal  tumours  of 
that  vessel.  The  prevailing  notions  on  this  subject 
remained,  however,  very  ill-defined  until  Virchow  (1858) 
described  cases  of  probable  syphilitic  deposit  in  the  heart, 
and,  alluding  to  the  similarity  existing  between  fatty 
metamorphosis  of  a  gummatous  growth  and  atheromatous 
changes  in  endarteritis,  suggested  that  the  latter  might 
sometimes  be  of  a  syphilitic  character.  He  mentions 
another  case  of  a  girl  in  whom  numerous  indurated  and 
atheromatous  patches  were  found  in  the  aorta,  with  well- 
marked  signs  of  syphilis  in  several  organs.  Dr  Wilks, 
in  1863,  recorded  a  case  of  cerebral  disease  due  to 
syphilitic  arterial  lesion,  and  since  that  time  many  cases 
of  syphilitic  disease  of  the  arteries  of  internal  organs  have 
been  placed  on  record. 

The  arteries  of  the  brain  are  the  most  frequent  seat  of 
these  lesions,  which  have  been  carefully  studied  and 
described  by  Heubner.  He  states  that  the  changes 
consist  in  a  proliferation  of  cells  and  nuclei,  starting 
from  the  endothelium  of  the  intima,  and  taking  place 
between  this  latter  and  the  fenestrated  membrane,  the 
deposit  being  gradually  converted  into  embryonal  connec- 
tive tissue.  This  proliferation  usually  begins  on  one  side 
of  the  vessel  only,  where  it  forms  a  small  tumour  project- 
ing into  the  canal,  but  in  course  of  time  it  involves  the 
whole  circumference  of  the  vessel.  When  the  process  is 
at  its  height,  inflammation  of  the  vasa  vasorum  causes  the 
white  blood-corpuscles  to  pass  into  the  tissue  of  the 
adventitia  and  muscular  coat  and  thence  into  the  fenestrated 
membrane,  so  that  on  transverse  section  the  tissue  of  the 
artery  exhibits  a  remarkable  resemblance  to  granulation- 
tissue,  as  found  in  syphilitic  growths  in  all  vascular 
structures. 

In  subsequent  stages  the  new  formation  undergoes 
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either  organisation  or  involution.  In  the  former  case  new- 
capillaries  are  developed  in  the  swelling,  the  endothelium 
regains  its  normal  activity  and  forms  a  new  fenestrated 
membrane,  so  that  the  new  formation  lies  between  this 
latter  and  the  original  membrane.  The  process  thus 
comes  to  a  standstill,  but  the  result  is  considerable  dimi- 
nution of  the  calibre  of  the  artery,  which,  however,  still 
permits  a  thin  current  of  blood  to  pass  through  it.  In  the 
second  case  the  cellular  deposit  in  the  intima  is  converted 
into  fibrous  connective  tissue  or  cicatricial  tissue.  This 
process  is,  of  course,  attended  by  contraction,  with  the 
result  of  further  diminution  in  the  vessel's  calibre,  and 
may  lead  to  complete  occlusion  after  previous  thrombosis. 
As  a  final  result,  the  fenestrated  membrane  is  converted 
into  ordinary  connective  tissue,  the  cells  of  the  muscular 
coat  atrophy  and  disappear,  and  all  that  remains  of  the 
original  vessel  is  a  thin  fragile  strand,  composed  of  con- 
nective tissue. 

It  is  a  remarkable  circumstance  that  the  entire  arterial 
system  is  not  uniformly  affected  by  the  process  in  ques- 
tion. The  changes  are  observed  to  occur  to  a  marked 
extent  only  in  certain  spots.  The  carotid  arteries  and 
their  ramifications  are  the  most  prone  to  be  affected.  The 
consequences  are  more  or  less  decided  narrowing  or  com- 
plete occlusion  of  the  canal  of  the  affected  vessel.  This 
latter  process  may  take  place  in  a  gradual  manner,  or 
suddenly,  if  aided  by  the  formation  of  thrombi. 

Such  is  Heubner's  description  of  syphilitic  arteritis. 
The  results  of  such  lesions,  occurring  in  the  arteries  of  the 
brain,  will  be  described  in  the  chapter  on  Syphilis  of  the 
Nervous  System.  Many  cases  have  now  been  recorded 
which  place  the  nature  of  the  affection,  and  its  depend- 
ence upon  the  syphilitic  poison,  beyond  a  doubt.  They 
likewise  prove  that  these  arterial  lesions  not  uncommonly 
occur  at  a  much  earlier  period  after  infection  than  was 
formerly  supposed.  They  have  been  noticed  as  early  as 
the  fifth  or  sixth  month,  and  it  is  remarkable  that  they 
are  especially  frequent  in  cases  in  which  secondary  sym- 
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ptoms  are  almost  if  not  altogether  wanting.     In  several 
instances  in  which  there  was  softening  of  the  brain  and 
the  cerebral  arteries  were  found  thickened  and  trans- 
lucent, and  their  canals  occluded  by  fibrinous  coagula, 
there  was  no  sign  of  syphilitic  disease  of  any  other  organ. 
In  some  cases  the  arterial  lesions  resulted  in  the  formation 
of  numerous  small  aneurisms.    The  arteries  of  the  lungs 
are  sometimes  affected,  but  far  less  frequently  than  those 
of  the  brain.    Arteries  in  other  parts  of  the  body  are 
occasionally  invaded.  Zeissl  has  recorded  a  case  of  oblitera- 
tion of  the  left  brachial  artery  as  a  result  of  syphilitic 
arteritis.     The  deposit  took  place  in  the  adventitia  and 
advanced  gradually  until  the  tunica  intima  was  reached, 
and  the  vessel  became  completely  closed.    When  the 
patient  first  presented  himself,  his  left  elbow- joint  was 
bent  at  an  obtuse  angle,  and  could  not  be  straightened ;  it 
was  also  much  reduced  in  size,  and  much  weaker  than  the 
right.     Along  the  inner  edge  of  the  biceps,  and  extending 
from  the  surgical  neck  of  the  humerus  to  its  middle,  was 
a  tumour  as  thick  as  a  man's  thumb,  eight  ctm.  in  length, 
resembling  a  string  of  large  pearls,  feebly  pulsating  and 
corresponding  in  direction  with  the  course  of  the  brachial 
artery.    Mercurial  ointment  was  applied  and  iodide  of 
potassium  given  internally,  with  the  result  that  the  tumour 
almost  entirely  disappeared  in  about  four  months,  but  the 
artery  was  completely  obliterated  and  the  collateral  circu- 
lation was  subsequently  developed. 

In  connection  with  this  subject  it  remains  to  consider 
the  relation  which  syphilitic  disease  of  the  arteries  bears 
to  aneurism.  Dr  Aitken  says  that  the  tendency  to  aneu- 
rismal  dilatations  and  cicati*ix-like  loss  of  substance  in  the 
lining  membrane  of  the  great  vessels  in  young  subjects, 
who  are  or  have  been  severely  affected  with  syphilis,  is  a 
point  in  morbid  anatomy  which  requires  yet  to  be  inves- 
tigated. The  fact  that  aneurism  is  more  common  among 
young  soldiers  than  among  any  other  portion  of  the  com- 
munity has  been  clearly  demonstrated.  Inspector  General 
Dr  Lawson  has  calculated  that  aneui'ism  is  eleven  times 
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more  frequent  among  soldiers  than  civilians.  Dr  Parkes 
has  pointed  out  that  the  two  most  common  causes  of  heart- 
disease  in  the  civil  population  are  rheumatic  fever  in 
young  subjects,  and  renal  disease  in  older  people.  The 
latter  cause  does  not  operate  in  the  army  and  the  former 
is  insufficient  to  account  for  the  facts.  Many  soldiers, 
suffering  from  aneurism,  have  never  had  any  symptoms  of 
rheumatism. 

Military  statistics  show  that  syphilis  is  a  potent  factor 
in  the  production  at  least  of  atheroma.  In  114  post- 
mortem examinations  of  soldiers  dying  at  Netley  Hos- 
pital, atheroma  of  the  aorta  was  found  in  22  cases.  "  Of 
these,  17  had  a  syphilitic  history,  1  was  doubtful,  and  4 
had  no  syphilis,  but  had  heart  and  lung  diseases.  Of  the 
whole  114  cases,  78  had  no  syphilitic  history,  and  had  4 
cases  of  atheroma,  or  5*1  per  cent.  ;  28  had  a  marked 
syphilitic  history,  and  17  had  atheroma,  or  no  less  than 
60*7  per  cent.  This  seems  very  strong  evidence  as  to 
atheroma.  With  respect,  however,  to  actual  aneurism, 
no  corresponding  analysis  of  cases  has  been  made,  and 
therefore  at  present  the  effect  of  syphilis  must  be  con- 
sidered uncertain,  but  it  is  quite  clear,  even  admitting  its 
influence,  that  there  is  no  reason  to  think  that  syphilis 
prevails  more  among  soldiers  than  among  the  civil  male 
population  of  the  same  class.  It  is  therefore  unlikely 
that  an  excess  of  syphilis,  if  it  really  occurs  among 
soldiers,  and  if  it  actually  predisposes  to  aneurism,  as 
seems  probable,  could  produce  eleven  times  as  many 
aneurisms  as  in  civilians.  Mr  Myers  has  given  evidence 
that  in  both  the  army  and  navy,  aneurism  is  sometimes 
not  preceded  by  degeneration  of  the  arterial  coats,  and  in 
these  cases  mere  improper  exertion  seemed  to  produce 
it."*  It  would,  therefore,  seem  that  the  'prevalence  of 
aneurism  among  soldiers  must  be  due  to  other  causes 
besides  syphilis,  and  it  is  probable  that  a  very  important 
share  in  the  causation  must  be  assigned  to  the  great 
bodily  exertion  (often  rapid  and  long  continued,  and 
*  Parkes'  '  Practical  Hygiene,'  p.  614. 
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performed  under  unfavorable  circumstances)   which  is 
required  from  a  soldier.     It  may  be  that  syphilis  leads 
to  a  weakened  state  of  the  vessels,  which  in  ordinary 
subjects  would  not  go  on  to  aneurism,  the  development 
of  which  is  promoted  in  soldiers  by  the  special  exertions 
incident  to  military  duties.    Dr  Parkes  describes  how,  in 
the  medical  wards  at  Netley,  in  one  hour  in  the  summer, 
when  the  hospital  is  full,  almost  all  the  combinations  of 
heai't- affections  are  to  be  seen.    "It  has  appeared  to 
me,"  he  says,  "  that  if  anything  gives  the  tendency  to 
heart-affections,  then  the  dress  and  the  accoutrements 
come  in  as  accessory  causes,  and  prevent  all  chance  of 
cure.    In  some  cases  there  is  no  valvular  disease,  and 
not  much  hypertrophy  of  the  heart,  but  a  singular  excit- 
ability, so  that  the  heart  beats  frightfully  quick  on  the 
least  exertion.'^    It  can  be  easily  imagined  how,  in  such 
cases  as  these,  aneurism  may  become  developed  if  there 
be  any  coexistent  condition  tending  to  impair  the  strength 
and  elasticity  of  the  arterial  coats,  already  exposed  to  a 
severe  strain.    Dr  Aitken  states  that  in  the  majority  of 
syphilitic  subjects  examined  by  him  in  the  post-mortem 
room  at  Netley,  the  coats  of  the  thoracic  aorta  were 
impaired  by  characteristic  changes — changes  which  are 
uncommon  at  so  early  a  period  of  life  as  thirty-two  years 
of  age,  and  which,  he  has  every  reason  to  believe,  were 
due  to  syphilis — a  syphilitic  endoarteritis.    "  The  changes 
were  obvious,  viz.  cicatricial-like  loss  of  subtance  of  the 
inner  coats,  small  local  dilatations  of  the  artery,  and  in 
several  cases  aneurismal  expansions,  one  as  large  as  an 
orange  and  which  proved  fatal.     Fifty  per  cent,  at  least 
of  these    aortic  aneurisms  occurred    in   soldiers  with 
syphilitic  infection,  and  with  no  other  ascertainable  con- 
ditions present."*    The  evidence,  therefore,  seems  very 
strong  in  favour  of  the  existence  of  a  causal  connection 
between   syphilis    and   aneurism,  but   moi'e    facts  are 
required  for  the  solution  of  the  question  as  to  whether  in 
civil  life  aneurism  can  be  traced  in  an  especial  manner  to 

*  Aitken,  '  Sficiicc  and  Practice  of  Medicine,'  vol.  ii,  p.  G5o. 
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syphilis.  Considering  the  g-reat  frequency  of  cases  of  the 
latter  disease  and  the  comparative  rarity  of  the  former,  it 
would  appear  that  the  cooperation  of  other  causes  is 
necessary  for  the  production  of  aneurism. 

As  regards  the  veins,  we  have  no  certain  knowledge  of 
any  particular  lesion  attributable  to  syphilis,  and  Lance- 
reaux  is  inclined  to  regard  the  thrombosis  sometimes 
found  in  the  veins  in  cases  of  syphilis,  rather  as  the  effect 
of  the  .cachectic  condition  than  of  any  specific  action  of  the 
virus.  In  a  few  cases  that  have  been  recorded,  the  sym- 
ptoms associated  with  the  phlebitis  and  the  thrombosis 
seemed  to  point  to  a  dependence  upon  syphilis.  It 
appeared  as  though  there  were  gummatous  formation  and 
infiltration  in  the  connective  tissue  surrounding  the  vein. 
The  swelling  subsided  under  the  administration  of  iodide 
of  potassium,  but  the  thrombosis  remained.  Von  Langen- 
beck  records  two  remarkable  cases  in  which  gumma- 
tous growths  appeared  over  the  course  of  the  internal 
jugular  and  femoral  veins,  and  the  tumours  became  more 
prominent  than  those  of  a  like  nature  observed  in  connec- 
tion with  arteries.  It  was  a  very  remarkable  fact  that,  in 
these  cases,  the  corresponding  arteries  were  perfectly 
healthy.  In  both  cases,  the  growths  appeared  to  originate 
from  the  connective  tissue  surrounding  the  vein  and  from 
its  outer  coat ;  at  the  same  time  the  internal  coat  of  the 
vein  was  the  seat  of  morbid  changes ;  it  had  lost  its 
vitality  and  become  brittle,  while  the  canal  of  the  vessel 
was  almost  completely  filled  up  by  a  greyish- white,  firmly 
adherent,  decolourised  thrombus.* 

*  Langeubeck,  'Arcbiv  fiir  Klin.  Chir.,'  1881,  Bd.  xxvi,  S.  279-80. 
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CHAPTEE  XVI 

SYPHILITIC     DISEASES    OF     THE    PERIOSTEUM,    BONES_,  JOINTS, 
CARTILAGES,  MUSCLES,  ETC. 

During  the  course  of  sypMlis,  affections  of  the  perios- 
teum and  bones  occur  next  in  frequency  to  those  of  the 
skin  and  mucous  membranes,  and  their  development  is 
generally  later  than  that  of  the  superficial  manifestations. 
The  periosteum,  or  the  bone,  or  both  these  parts  at  the 
same  time  may  be  the  seat  of  syphilitic  inflammation. 

Pains  in  the  bones  often  occur  at  a  very  early  period, 
viz.  during  the  eruption-fever.  These  pains,  which  are 
sometimes  of  a  very  severe  character,  are  at  first  ill- 
defined,  but  are  soon  referred  to  certain  parts  and  espe- 
cially to  the  scalp  and  the  shin-bones.  There  is  no 
swelling,  but  the  affected  parts  are  veiy  sensitive  to  pres- 
sure, and  the  pains  are  probably  due  to  inflammatory 
oedema  of  the  periosteum,  of  a  slight  and  transitory 
character.  They  may  be  altogether  absent  during  the 
day,  and  their  occurrence  at  night  or  during  the  evening 
is  probably  due  to  the  exacerbation  of  the  fever.  It  has 
been  observed  that  patients  in  whom  there  are  no  febrile 
symptoms  suffer  but  little,  if  at  all,  from  these  pains  in 
the  bones ;  whereas  if  the  fever  be  bigh,  the  pains  are 
usually  severe.  They  generally  disappear  with  the  sub- 
sidence of  the  febrile  symptoms. 

The  later  manifestations  of  the  effects  of  syphilis  upon 
these  parts  take  the  form  of  periostitis  and  ostitis,  and 
there  are  several  varieties  of  these  affections,  which  may 
occur  independently  or  as  a  result  of  syphilitic  lesions  in 
neighbouring  parts. 
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Syphilitic  periostitis  is  the  earliest  of  tlie  lesions  con- 
nected with  the  boneS;  and  it  may  appear  as  early  as  the 
third  month,  associated  with  a  roseolous  or  papular  erup- 
tion. The  bones  whose  periosteal  covering  is  most  fre- 
quently affected  are  the  cranial  bones,  the  clavicles,  the 
sternum,  and  the  tibiae.  The  first  symptoms  are  pain  and 
swelling  in  the  affected  part.  The  pain  is  more  marked 
at  night  than  during  the  day,  and  is  often  of  a  very 
excruciating  character.  The  swelling  is  due  to  the 
effusion,  under  the  periosteum,  of  a  gelatinous  fluid  con- 
taining numerous  round  cells.  Similar  cells  infiltrate  the 
deeper  layers  of  the  periosteum,  and  the  neighbouring 
connective  tissue  is  more  or  less  oedematous.  The  super- 
ficial layer  of  bone  is  slightly  involved ;  the  mouths  of  the 
Haversian  canals  are  enlarged  and  filled  with  reddish-grey 
gelatinous  material.  The  course  which  the  symptoms  now 
take  varies  in  different  cases.  The  effusion  may  become 
absorbed,  and  the  parts  may  return  to  their  original  con- 
dition ;  or  suppuration  may  take  place  and  be  followed  by 
necrosis  of  the  subjacent  bone.  The  active  symptoms 
may  slowly  subside,  and  a  chronic  condition  become 
established.  Molecular  disintegration  of  the  deposit  may 
then  take  place,  or  the  deposit  may  become  ossified.  The 
conversion  of  the  effusion  into  a  gummatous  mass  is 
another  result  of  syphilitic  periostitis. 

Next  to  resolution,  ossification  is  the  most  common 
result  of  syphilitic  periostitis.  The  ossification  may  be  of 
a  diffuse  character,  that  is  to  say,  it  may  extend  for 
several  inches  over  the  surface,  but  more  frequently  it 
occurs  in  circumscribed  arese,  and  results  in  the  formation 
of  small,  roundish,  flattened,  or  convex  tumours.  These 
are  at  first  firm,  but  elastic  to  the  touch,  and  the  skin 
covering  them  is  unaltered  in  appearance  and  is  freely 
movable.  Ossification  sometimes  goes  on  very  slowly, 
and  appears  to  begin  in  the  round  cells  of  the  effusion 
nearest  to  the  surface  of  the  bone.  In  other  cases  the 
process  is  more  rapid,  and  the  periosteal  swelling  soon 
loses  its  elasticity  and  is  converted  into  a  hard  bony  mass. 
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a  node^  osteophyte  or  exostosis.  The  growths  are  at  first 
but  sliglitly  adherent  to  the  subjacent  bone,  but  as  time 
goes  on,  and  the  bone  participates  in  the  inflammation, 
they  become  closely  connected  with  it.  These  osteo- 
phytes are  the  result  of  the  inflammatory  irritation  of  the 
periosteum  and  surface  of  the  bone. 

Suppuration  is  a  less  common  termination  of  syphilitic 
periostitis.  Its  occurrence  is  indicated  by  increase  of 
pain  and  swelling,  and  diminution  of  the  tension  of  the 
part.  The  integument  becomes  oedematous,  the  patient  is 
feverish,  and  there  may  be  one  or  several  rigors.  The 
skin  assumes  a  livid  red  colour,  and  becomes  adherent  to 
the  swelling  which  presents  a  distinct  feeling  of  fluctua- 
tion. If  the  case  is  left  to  itself,  the  periosteum  becomes 
more  and  more  separated  from  the  bone,  and  the  latter, 
cut  off  from  one  source  of  its  nutrient  supply,  either  par- 
tially or  completely  perishes.  At  the  same  time  the  pus 
finds  its  way  towards  the  surface,  and  small  openings  or 
ulcers  are  formed.  These  remain  open  until  the  necrosed 
portions  of  bone  are  detached.  In  other  and  less  severe 
cases,  the  bony  lesion  is  of  a  more  superficial  character; 
the  periostitis  is  accompanied  by  a  superficial  caries. 

The  periosteum  is  often  the  seatof  gummatous  formations. 
These  are  more  or  less  circumscribed,  soft  and  elastic 
swellings,  of  a  whitish  or  yellowish  colour,  and  varying 
in  consistence,  some  being  almost  fluid  and  others  of  a 
more  solid  character.  In  the  early  stages  it  is  difficult 
to  distinguish  these  from  swellings  due  to  inflammatory 
exudation,  as  occur  in  syphilitic  periostitis  above  described  ; 
while,  on  the  other  hand,  the  occurrence  of  ossification 
does  not  exclude  the  possibility  that  the  growth  in  which 
the  process  began  was  of  a  gummatous  nature.  As  a 
general  rule,  however,  gummata  of  the  periosteum,  as  else- 
where, undergo  a  process  of  disintegration  or  absorption, 
the  central  part  being  the  first  to  disappear,  so  that  a 
small  pit  or  depression  is  formed  in  this  portion  of  the 
swelling.  The  pressure  exercised  by  the  tumour  leads  to 
inflammatory  atrophy  of  the  subjacent  bone,  and  a  more 
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cr  less  deep  excavation  is  formed.  Such  depressions  are 
often  seen  on  the  bones  of  the  skull.  They  are  sometimes 
surrounded  by  bony  growths  or  osteophytes,  and  the 
deeper  the  depression,  the  more  prominent  is  the  sur- 
rounding bony  circle.  Grummata,  either  isolated  or  in 
groups,  are  sometimes  found  between  the  dura  mater  and 
the  bones  of  the  skull,  and  they  produce  the  same  effects 
upon  the  bone  as  in  other  situations.  Sometimes  a 
gummatous  formation  on  the  exterior  of  the  skull  corre- 
sponds with  a  similar  growth  beneath  the  bone,  and  per- 
foration occasionally  takes  place. 


Syphilitic  Affections  of  the  Bones 

The  bones  may  be  affected  as  a  result  of  the  periosteal 
lesions  just  described,  or  the  lesions  may  begin  in  the 
bones  themselves.  These  latter  changes  may  be  described 
under  the  heads  of  chronic  ostitis  and  its  consequences, 
and  gummatous  osteo-myelitis. 

In  chronic  ostitis  the  inflammatory  new  formation  is 
infiltrated  into  the  connective  tissue  surrounding  the 
vessels  in  the  Haversian  canals  and  medulla.  The  gela- 
tinous tissue  more  or  less  fills  the  cavities  of  the  cancel- 
lated structure,  the  Haversian  canals  gradually  become 
wider,  and  the  affected  portion  of  the  bone  is  rendered 
soft  and  porous.  ILthe  process  be  now  arrested,  absorp- 
tion may  take  place  and  the  bone  may  gradually  return  to 
its  normal  condition.  The  deposit  may,  however,  become 
ossified.  The  medullary  structure  and  the  Haversian 
canals  are  then  more  or  less  filled  up  with  a  compact  bony 
mass,  and  at  the  same  time  bony  formation  usually  takes 
place  on  the  surface.  The '  bone  thus  becomes  thicker 
and  heavier,  its  consistence  may  almost  resemble  that  of 
ivory.  An  opposite  condition  is  sometimes  induced  as  a 
result  of  chronic  syphilitic  ostitis.  The  deposit  of  gela- 
tinous connective  tissue  is  neither  absorbed  nor  ossified  ; 
but  while  the  medulla  is  extremely  vascular  and  is  filled 
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with  newly  formod  cells,  the  cortical  portion  becomes 
gradually  absorbed  and  reduced  to  a  thin  layer.  The 
bone  is  thus  rendered  soft  and  yielding,  and  has  a 
yellowish  appearance  on  section. 

Caries  and  necrosis  may  be  the  further  results  of 
syphilitic  ostitis.  Caries  is  often  seen  in  the  cranial 
bones.  The  diploe  are  infiltrated  with  a  soft  gelatinous 
deposit  which  becomes  semi-purulent.  The  tissue  of  the 
bone  is  dissolved  and  softened,  and  the  external  table  is 
finally  perforated.  These  deposits  may  be  either  circum- 
scribed by  a  thickened  layer  of  bone  covered  by  vascular 
granulations,  or  more  or  less  diffused  for  some  distance 
between  the  tables  of  the  skull.  This  affection  in  its 
severe  form  constitutes  the  so-called  "worm-eaten 
caries." 

Syphilitic  necrosis,  according  to  Virchow,  usually  pro- 
ceeds from  within  outwards.  A  line  of  demarcation  is 
formed,  and  a  portion  of  necrosed  bone,  with  enlarged 
pores  and  a  worm-eaten  appearance,  is  detached  from  the 
living  bone.  The  edges  of  the  latter,  which  are  more  and 
more  indurated,  become  raised  by  the  deposit  of  fresh 
layers  of  bone,  and  project  beyond  the  necrosed  portion. 
Similar  lesions  occur  at  a  greater  or  less  distance  from 
each  other,  and  their  coalescence  gives  rise  to  extensive 
mischief  and  destruction  of  the  cranial  arch.  Symptoms 
of  irritation  of  the  periosteum  are  at  first  either  entirely 
absent  or  only  slightly  marked.  The  sequestra  present 
numerous  orifices  leading  into  short,  irregular  canals 
which  communicate  with  each  other ;  this  appearance  is 
characteristic  of  syphilitic  necrosis.  In  necrosis  due  to 
other  causes,  the  sequestrum  is  smooth,  polished  and  com- 
pact (Lancereaux) .  This  syphilitic  necrosis  is  due  to 
gummatous  deposit  in  the  cancellated  structure.  When 
the  process  is  somewhat  advanced  in  the  bone,  the  perios- 
teum and  the  soft  parts  covering  it  become  implicated  and 
inflamed.  Abscesses  form,  which  eventually  find  their 
way  to  the  surface,  but  not  always  at  the  spot  correspoud- 
iug  to  the  seat  of  the  lesion.     Sinuses  are  often  formed, 
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owing  to  the  pus  burrowing  in  the  loose  connective  tissue, 
and  these  remain  open  until  the  necrosed  portions  of  bone 
come  away  or  are  removed.  These  cases  of  syphilitic 
disease  of  the  bones,  with  long-continued  suppuration, 
often  present  evidences  of  amyloid  disease  in  internal 
organs,  especially  in  the  kidneys. 

The  gummatous  osteo-myelitis  above  described  has  been 
most  frequently  observed  in  the  spongy  tissue  of  the 
short  bones,  and  in  the  diploe  of  the  bones  of  the  skull ; 
but  there  is  reason  to  believe  that  gummatous  deposits 
also  frequently  occur  in  the  cancellated  tissue   of  long 
bones.     Eicord  has  given  drawings  of  gummata  in  the 
medulla  of  the  radius  and  tibiae,  and  Volkmann  mentions 
one  case  in  which  a  gumma  in  the  middle  of  the  diaphysis 
of  the  radius  was  the  cause  of  spontaneous  fracture. 
There  are  a  few  other  cases  on  record  of  spontaneous 
fracture  of  long  bones  due  to  gummatous  deposit.  Lance- 
reaux  states  that  gummatous  lesions  of  the  medullary 
cavity  of  bones  are  more  frequent  than  would  appear  from 
the  small  number  of  cases  known,  and  that  the  rarity  of 
observations  is  evidently  due  to  the  inattention  with  which 
the  anatomical  examination  of  the  osseous  system  is  gene- 
rally carried  out.    A  similar  opinion  has  lately  been 
expressed  by  Dr  Chiari  of  Prague,  founded  upon  twenty- 
seven    post-mortem    examinations    of    severe    cases  of 
syphilis.     In  nine  of  the  cases  he  found  gummata  in  the 
long  bones,  the  femur  and  tibia  being  most  often  affected, 
and  next  to  these  the  humerus  and  radius.     Such  growths 
differ  from  tuberculous  formations  in  the  fact  that  the 
latter  are  more  prone  to  extensive  caseation,  and  under 
the  microscope  are  found  to  contain  miliary  tubercles.  In 
the  above-mentioned  cases,  the  gummata  presented  some 
differences  of  structure  ;  some  were  soft  and  gelatinous, 
others  fibrous,  others  again  showed  signs  of  caseation  in 
the  centre.     Their  size  varied  from  that  of  a  pea  to  that 
of  a  nut.    In  one  case  the  tibiae  contained  twenty  gum- 
mata.    The  external  surface  of  the  affected  bone  is  some- 
times the  seat  of  hyperostosis,  but  in  other  cases  there  is 
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no  appearance  of  change.  As  a  general  rule  these  gum- 
mata  do  not  give  rise  to  any  subjective  symptoms ;  some 
amount  of  pain  may  perhaps  be  complained  of  at  the 
affected  spot.  With  regard  to  their  course,  they  may 
remain  stationary  for  long  periods  and  absorption  may 
take  place,  or  they  may  give  rise  to  sclerosis  of  the  bone, 
to  neci'osis,  or  to  spontaneous  fracture. 

The  bones  wliicli  are  most  prone  to  become  affected 
during  the  course  of  syphilis  are  those  of  the  cranium, 
the  clavicles,  th.e  sternum,  and  the  tibiae.  These  bones 
are  for  the  most  part  covered  only  by  the  integument,  and 
they  are  particularly  exposed  to  injury,  cold,  and  other 
irritating  influences.  The  bones  of  the  hands  and  feet  are 
very  rarely  affected.  Periosteal  affections  of  the  scalp 
are  particularly  common  and  often  result  in  ossification  or 
ulceration,  while  the  bones  are  frequently  the  seat  of 
caries  and  necrosis.  Bony  deposits  due  to  periostitis  are 
sometimes  seen  on  the  lower  jaw,  and  more  frequently  on 
the  clavicles,  sternum,  and  tibiae. 

The  symptoms  of  syphilitic  affections  of  the  bones  vary 
according  to  the  position,  extent,  and  nature  of  the  lesions. 
Of  the  subjective  symptoms  pain  is  the  most  common,  but 
is  by  no  means  invariably  present.  It  is  more  marked  in 
those  cases  in  which  the  periosteum  is  affected,  and  where 
the  long  bones  of  the  extremities  and  the  cranial  bones 
are  the  seats  of  the  lesion.  The  pains  are  often  very 
severe,  and  are  described  by  the  patients  as  almost 
unbearable.  They  are  almost  always,  like  the  pains  felt 
in  the  initial  stages  of  .  syphilis,  aggravated  at  night. 
When  the  bones  of  the  head  are  affected,  sleeplessness 
and  giddiness  are  often  experienced,  and  derangement  of 
vision  is  sometimes  noticed. 

The  objective  symptoms  also  vary  according  to  the 
nature  of  the  lesion.  Periostitis  gives  rise  to  swelling  at 
the  affected  part  which  is  painful  on  pressure.  The  skin 
is  tense  and  oedematous,  and  sometimes  red  and  hot. 
Resolution  and  disappearance  of  all  the  symptoms  may 
follow,  but  the  effusion  often  becomes  ossified,  and  osteo- 
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phytes,  exostoses^  or  nodes  result.  Grummata  of  the 
periosteum  form  rounded  elastic  swellings,  not  very  painful 
on  pressure.  Gummata  in  the  long  bones,  as  above 
described,  appear  but  seldom  to  give  rise  to  any  sym- 
ptoms. If  necrosis  or  caries  occur,  tlie  ordinary  sym- 
ptoms of  tbose  affections  will  be  manifested.  The 
cicatrices  whicb  remain  after  ulceration  in  wbicb  the 
bones  have  been  implicated,  present  certain  peculiarities. 
The  centre  is  remarkably  depressed,  while  the  circum- 
ference is  elevated  and  thickened  by  irregularly-shaped 
deposits  of  bone.  When  the  bone  is  completely  destroyed, 
as  occurs  in  the  cranial  bones,  the  vomer  and  the  hard 
palate,  no  regeneration  of  bony  tissue  takes  place.  When 
a  portion  of  a  cranial  bone  becomes  necrosed  and  detached, 
the  dura  mater,  the  bone,  and  the  integuments  become 
united  together  at  the  margin  of  the  opening,  which  is 
eventually  covered  by  a  tough  whitish  layer.  No  new 
bone  is  formed  in  the  cicatrix,  but  the  surrounding  por- 
tions become  thickened  by  bony  deposit. 

In  addition  to  the  symptoms  directly  dependent  upon 
the  changes  which  occur  in  the  bones  and  periosteum, 
syphilitic  affections  of  these  parts  often  give  rise  to 
secondary  disturbances  of  a  severe  character.  Nerves 
and  vessels  are  sometimes  compressed  by  bony  growths 
situated  in  their  neighbourhood,  loss  of  function  in  the 
one  case,  and  cederaa  in  the  other,  being  thus  produced. 
Pain  in  the  course  of  a  nerve  (neuralgia)  is  often  due  to 
the  pressure  of  syphilitic  exostoses.  Paralysis  of  muscles 
supplied  by  the  facial  nerve  has  been  known  to  be  caused 
by  an  exostosis  of  the  temporal  bone  near  the  stylo- 
mastoid foramen.  A  similar  lesion  on  the  olivary  process 
of  the  sphenoid  bone,  by  compressing  the  commissure  of 
the  optic  nerves,  has  given  rise  to  total  blindness,  while 
deafness  has  resulted  from  bony  growths  in  the  meatus 
auditorius.  Exophthalmus  and  paralysis  of  the  muscles 
of  the  eyeball  may  be  caused  by  an  exostosis  in  the 
orbital  cavity.  Exostoses  on  the  internal  surface  of  the 
cranial  bones  may  give  rise  to  various  cerebral  symptoms, 
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e.g.  epilepsy,  convulsions,  &c.  Affections  of  the  cranial 
bones  leading  to  necrosis  may  set  up  meningitis.  Necrosis 
of  the  bones  of  the  palate  not  unfrequently  causes  a  large 
opening  to  remain  between  the  mouth  and  the  nose,  so 
that  the  two  cavities  freely  communicate.  Amyloid  dege- 
neration of  many  internal  organs,  as  a  result  of  those 
syphilitic  affections  of  the  bones  which  are  attended  with 
suppuration,  has  been  already  referred  to. 

With  regard  to  the  diagnosis  of  syphilitic  affections  of 
the  bones,  there  is,  as  a  general  rule,  not  much  difficulty 
in  distinguishing  them,  provided  that  the  antecedents  of 
the  patients  be  taken  into  account.  Scrofula  and  syphilis 
are  the  most  frequent  causes  of  chronic  disease  of  the 
bones,  and  a  combination  of  the  two  conditions  gives  rise 
to  the  worst  form  of  these  lesions.  Scrofula,  however, 
especially  affects  the  epiphyses  of  the  long  bones,  the 
bodies  of  the  vertebrae  and  the  bones  of  the  hands  and 
feet,  and  the  patients  are  generally  young,  and  present 
other  signs  of  scrofula.  Syphilis,  on  the  other  hand,  is 
more  prone  to  affect  the  bones  of  the  skull,  the  shin-bones, 
the  clavicles  and  the  sternum.  Other  signs  of  syphilis 
generally,  but  by  no  means  always,  coexist.  Syphilitic 
bony  lesions  are  sometimes  developed  at  a  very  late 
period,  and  at  a  time  when  all  other  manifestations  of  the 
disease  have  long  ceased  to  exist.  The  local  process  can 
rarely  be  traced  to  the  action  of  any  external  cause, 
whereas  in  scrofula  a  slight  injury  frequently  sets  up  a 
chronic  affection  of  the  bones.  The  hereditary  form  oE 
syphilis  is  characterised  by  special  affections  of  certain 
bones.     These  will  be  described  in  a  subsequent  chapter. 

It  is  needless  to  discuss  at  length  the  assertions,  once 
BO  frequently  made,  to  the  effect  that  the  bony  lesions 
attributed  to  syphilis,  are  in  reality  due  either  to  mercury, 
or  to  a  combination  of  mercury  and  syphilis.  It  is  now 
almost  universally  recognised  that  the  severest  forms  of 
bone-affections,  viz.  gummata,  exostoses,  caries  and 
necrosis,  may  and  do  occur  as  symptoms  of  syphilis  in  the 
treatment  of  which  no  mercury  has  been  administered. 
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On  the  otlier  hand,  it  is  well  known  that  the  bony  lesions 
which  mercmy  indubitably  causes,  when  its  use  is  per- 
sisted in  for  a  long  time,  are  confined  to  certain  parts  of 
the  skeleton,  i.e.  the  upper  and  lower  jaw-bones,  and  are 
always  preceded  by  a  peculiar  inflammatory  condition  of 
the  mucous  membrane  covering  those  bones.  The  mischief 
begins  in  this  membrane,  ulceration  and  sloughing  are  set 
up  and  periostitis  follows,  with  caries  or  necrosis  as  a 
possible  result,  No  other  bones  of  the  skeleton  are 
similarly  afEected ;  the  process  is  purely  a  local  one,  and 
secondary  to  the  inflammation  set  up  by  the  mercury  in 
the  mucous  membrane  of  the  mouth. 

Treatment. — The  details  of  the  constitutional  treatment 
of  syphilis  will  be  found  in  the  chapter  devoted  to  this 
subject.  With  regard,  however,  to  these  affections  of  the 
bones,  it  may  be  here  mentioned  that  iodide  of  potassium 
is  the  remedy  to  be  employed,  and  it  is  one  that  very 
rarely  disappoints  our  expectations,  if  given  in  proper 
doses  and  for  a  sufficient  length  of  time.  Large  quanti- 
ties, such  as  60  to  100  or  more  grains  in  the  twenty-four 
hours,  must  be  administered  in  divided  doses,  and  seltzer 
water  or  some  effervescing  combination  forms  a  good 
vehicle.  A  few  grains  of  carbonate  of  ammonia  may  be 
added  to  each  dose.  Severe  pain  will  require  opium. 
The  nodes  and  other  swellings  should  not  be  interfered 
with,  unless  suppuration  has  really  occurred,  in  which 
case  incisions  may  be  necessary.  Caries  and  necrosis 
must  be  dealt  with  according  to  the  ordinary  rules  of 
surgery. 

Syphilitic  Diseases  op  the  Joints 

Various  affections  of  the  joints  are  liable  to  occur  as 
results  of  syphilitic  infection,  but  they  are  far  less  common 
than  the  majority  of  the  other  special  manifestations. 
The  period  of  the  secondary  eruption  is  sometimes 
attended  with  articular  pain  and  swelling,  of  an  acute 
character  and  resembling  rheumatism.    The  knee  and  the 
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Garpo-metacarpal  joint  of  the  thumb  are  the  articulations 
most  commonly  affected.  In  the  later  periods  of  the 
disease,  thie  knee  and  ankle-joints  are  most  prone  to  be 
attacked,  and  the  symptoms  are  of  a  more  chronic  and 
less  severe  character.  They  consist  in  more  or  less  pain, 
generally  worse  at  night,  and  swelling  of  the  articulation 
in  consequence  of  inflammatory  effusion  into  the  synovial 
capsule  or  infiltration  of  tbe  fibrous  structures  outside  the 
joint.  The  swelling  is  not  very  tense,  and  its  quantity  is 
subject  to  intermittent  variations  ;  on  each  side  of  the 
ligamentum  patellse  tbe  swelling  is  more  firm  and  elastic, 
and  sometimes  decidedly  indurated  masses  can  be  felt  at 
other  parts.  There  is  often  more  or  less  fever,  of  a  decidedly 
remittent  type ;  movement  of  the  limb  is  difficult,  but  the 
patient  is  seldom  confined  to  bed.  The  swelling  is  out  of 
proportion  to  the  pain.  As  a  general  rule,  only  one  joint  is 
affected  at  a  time,  and  the  symptoms  subside  under  appro- 
priate treatment.  Very^^few  opportunities  have  occurred 
for  examining  the  jomt post  mortem.  In  one  case,  reported 
by  Lancereaux,  of  a  woman  who  died  from  bronchitis, 
complicated  by  intense  syphilitic  cachexia,  many  internal 
organs  contained  gummatous  growths,  while  both  knee- 
joints  were  enlarged  and  each  contained  several  ounces  of 
a  yellowish  turbid  serum.  The  synovial  membranes, 
thickened  and  at  the  same  time  injected,  were  studded 
with  several  small  pseudo-membranous  deposits.  The 
articular  surface  of  the  left  external  condyle  was  eroded 
and  ulcerated  at  one  point,  and  the  articular  cartilages  of 
both  patellee  were  in  the  same  condition.  On  the  right 
side,  a  part  of  the  ligamentum  patellse,  the  fatty  cushion 
behind  the  synovial  bursa,  and  all  the  fibrous  tissues 
attached  around  the  tibia  were  changed  into  a  uniform 
greyish-yellow  elastic  mass,  about  an  inch  and  a  half  thick 
at  the  median  line.  This  mass  resembled  the  gummatous 
formations  found  in  the  liver.  The  left  joint  was  similarly 
affected.  There  could  be  no  doubt  as  to  the  nature  of 
the  growth  in  the  joints.  It  resembled  in  consistence, 
colour  and  histological  structure,  the  products  of  syphilis 
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met  with  in  tlie  viscera.  Lancereaux  points  oat  that  the 
lesions  in  this  case  were  clearly  distinguishable  from  those 
of  scrofulous  disease  which  has  for  its  starting-point  the 
synovial  membrane,  and  is  characterised  by  the  presence 
of  soft  fungous  and  vascular  masses  they  differ  also  from 
those  found  in  rheumatic  joint-affections  in  which  there 
are  never  any  deposits  resembling  the  gummatous  forma- 
tions. The  symptoms  which  the  lesions  produce  are 
characterised  by  their  slight  intensity  and  the  slowness  of 
their  development.  Relapses  are  frequent^  and  the  sym- 
ptoms are  generally  aggravated  by  exposure  to  cold  and 
damp. 

In  a  few  very  rare  instances,  the  articular  surfaces  of 
the  bones  are  the  structures  primarily  affected.  The 
parts  are  then  swollen  j  there  is  severe  pain,  especially  at 
night,  and  the  joint  is  very  tender  on  pressure.  The  knee- 
joint  is  liable  to  be  affected,  and  some  amount  of  periostitis 
of  the  upper  part  of  the  tibia  generally  coexists.  There 
is  no  tendency  to  suppuration  or  to  anchylosis  or  other 
severe  change  in  the  joints.  The  symptoms  yield  to  anti- 
syphilitic  treatment,  but  remedies  of  a  different  character, 
administered  perhaps  under  the  idea  that  the  symptoms 
are  due  to  rheumatism  or  scrofula,  produce  no  effect. 

The  diagnosis  must  be  aided  by  the  history  of  the  case  ; 
the  symptoms  resemble  those  of  scrofula  and  rheumatism. 
In  joint-disease  due  to  the  former  affection,  the  swelling 
is  considerable  and  somewhat  rapidly  increases ;  move- 
ment soon  becomes  diflScult  and  anchylosis  is  a  common 
result.  In  rheumatic  arthritis  several  joints  are  usually 
affected  at  the  same  time. 

Syphilis  has  a  tendency  to  affect  certain  small  joints  of 
the  hands  and  feet.  The  complaint  is  called  dactylitis 
syphilitica.  The  bones,  as  well  as  the  other  struc- 
tures of  the  joints,  are  implicated  in  this  lesion.  The 
affected  joint  is  much  swollen,  so  that  the  fingers  can- 
not be  brought  together  as  before.  The  finger  is  also 
much  enlarged  and  bluish  in  colour  from  capillary  con- 
gestion.   The  swelling  is  tense  and  elastic  and  does  not 
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pit  on  pressure ;  it  is  especially  marked  on  the  dorsal 
surface.  Movement  is  more  or  less  interfered  with,  and 
sometimes  crepitation  can  be  heard.  The  first  and  second 
joints  of  the  fingers  are  those  which  are  most  often 
affected,  but  the  metacarpo-phalangeal  joints  are  some- 
times thus  swollen.  The  pain  is  usually  slight,  and  the 
part  is  not  very  tender  to  the  touch. 

Two  varieties  of  this  affection  exist :  in  the  first,  which 
occurs  in  the  later  part  of  the  secondary  stage,  the 
periosteum  and  the  fibrous  tissues  of  the  joints  are  the 
parts  mostly  implicated ;  in  the  second  form,  the  sym- 
ptoms are  due  to  syphilitic  osteo-myelitis,  and  occur  at 
lengthened  periods  after  infection.  The  lesion  is  of  a 
more  serious  character,  and  may  terminate  in  destruction 
of  cartilage  and  more  or  less  immobility  of  the  joint. 
The  effusion  sometimes  becomes  purulent,  and  sometimes 
the  integument  gives  way  and  a  fistulous  opening  results. 
Dactylitis  syphilitica  is  an  occasional  symptom  of  the 
inherited  form  of  the  disease  (see  chapter  on  Hereditary 
Syphilis). 

ITie  diagnosis  of  these  cases  must  be  made  by  the  aid 
of  any  coexisting  symptoms  and  the  past  history  of  the 
case. 

The  treatment  of  these  joint-affections  consists  in  the 
administration  of  iodide  of  potassium  in  full  doses.  Should 
the  symptoms  not  yield,  a  course  of  mercury  may  be 
prescribed. 


Syphilitic  Affections  of  the  Burs^ 

These  occur  both  in  the  secondary  and  in  the  tertiary 
stages  of  syphilis.  The  secondary  affections  consist  of 
inflammation  and  thickening  without  effusion.  In  the 
tertiary  stages,  the  bursee  are  sometimes  the  seat  of 
gummatous  formations.  Those  connected  with  the  knee- 
joint,  and  particularly  the  patellar  bursa,  are  most  often 
affected.    In  the  majority  of  the  reported  cases,  an  injury 
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was  alleged  to  be  the  exciting  cause  o£  the  swelling,  but 
there  was  never  any  pain  until  the  integument  became 
implicated.  The  skin  may  become  dark  red  in  colour 
and  occasionally  ulceration  sets  in.  Fluctuation  is  rarely 
present^  the  process  consisting  in  thickening  and  infiltra- 
tion. The  swelling  slowly  develops,  and  always  subsides 
under  anti-syphilitic  treatment.  There  is  often  a  pre- 
existing gouty  or  rheumatic  taint.  The  recognition  of 
syphilitic  bursitis  must  depend  upon  a  consideration  of 
various  points,  which  are  thus  given  by  Fournier.  1. 
The  history  of  a  primary  lesion.  2.  Observation  of  the 
comparative  frequency  with  which  such  diseases  occur  in 
syphilitic  subjects,  especially  in  women.  3.  The  associa- 
tion of  bursal  affections  with  other  secondary  manifesta- 
tions, or  with  gummata  in  the  tertiary  period.  4.  The 
presence  elsewhere  of  decidedly  specific  lesions.  5. 
Symmetry  of  the  lesions,  though  this  is  by  no  means 
invariable.  6.  The  development  of  the  disease  simul- 
taneously with  other  lesions,  and  subject  to  the  general 
evolution  of  the  diathesis.  7.  The  absence  of  any  other 
assignable  cause.  8.  The  failure  of  ordinary  measures, 
but  speedy  recovery  under  specific  treatment. 


Syphilitic  Affections  of  Caetilage 


It  is  doubtful  whether  the  articular  cartilages  are 
independently  affected  in  the  course  of  syphilis ;  but  they 
sometimes  become  softened  and  eroded  as  a  consequence 
of  extension  of  disease  from  the  bones  or  the  synovial 
membrane.  With  regard  to  other  cartilages,  the  same 
remark  holds  good,  but  some  of  them,  and  especially  the 
cartilages  of  the  nose  and  larynx,  often  become  seriously 
changed  in  consequence  of  the  extension  of  disease  from 
the  integument  or  mucous  membrane  covering  them. 
Lancereaux  states  that  only  those  cartilages  which  have 
a  fibrous  covering  or  perichondrium,  are  liable  to  be 
attacked.    In  the  mildest  form,  as  in  slight  affections  of 
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the  mucous  membrane,  the  cartilage  is  apt  to  become 
eroded  or  even  perforated  ;  but  the  mischief  does  not 
extend,  and  the  adjoining  portions  remain  normal. 
Sometimes  only  the  free  border  of  the  cartilage,  as  in  the 
larynx,  is  superficially  ulcerated,  and  presents  a  honey- 
combed or  irregularly  serrated  edge.  In  the  thyroid 
cartilage,  several  changes,  of  a  more  serious  character, 
are  not  unfrequently  seen.  Perichondritis  sometimes  sets 
in,  and  is  followed  by  a  process  of  partial  ossification. 
The  part  loses  its  elasticity,  and  is  tender  on  pressure. 
Some  amount  of  crepitation  may  sometimes  be  heard. 
The  function  of  the  part  is  seriously  disturbed  in  conse- 
quence of  the  loss  of  elasticity  and  of  the  changes  in  the 
adjacent  structures,  such  as  the  thickening  of  the  mucous 
membrane  and  ligaments,  and  especially  of  the  vocal 
cords.  Caries  and  necrosis  are  not  frequent  results  of 
syphilis  of  the  larynx,  but  these  changes  have  been 
observed  post  mortem  in  a  few  cases.  In.  one  case  recorded 
by  Lancereaux,  the  pneumonia  which  caused  the  patient^s 
death,  was  the  result  of  disease  in  the  larynx,  the  carti- 
lages of  which  were  almost  completely  destroyed,  denuded 
and  ossified  fragments  being  all  that  remained.  Caries 
of  the  cricoid  cartilage  is  sometimes  seen  as  the  result  of 
ulceration  of  the  mucous  membrane,  and  the  mischief 
sometimes  spreads  to  the  arytasnoid  cartilages,  which 
become  ossified  and  necrosed.  They  are  apt  to  become 
detached,  in  which  case  one  or  both  may  be  coughed 
up ;  or,  acting  as  a  foreign  body,  may  give  rise  to 
the  formation  of  an  abscess  in  the  neck.  The  costal 
cartilages  appear  to  be  liable  to  similar  changes,  but 
they  are  very  rarely  affected.  The  affections  of  the 
cartilages  of  the  nose  have  been  already  described  (see 
page  145). 


Syphilitic  Affections  of  the  Muscles  and  Tendons 


Syphilis  affects  the  muscles  in  two  ways  ;  it  gives  rise 
to  a  diffused  infiltration  (interstitial  myositis)  and  it  also 
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causes  circumscribed  lesions  or  true  gummata.  The  latter 
affection  is  the  more  common. 

Interstitial  myositis  is  caused  by  the  deposit  of  a 
peculiar  plastic  matter  between  the  fibres  of  the  muscle, 
or  by  chronic  circumscribed  inflammation  of  the  fibrous 
sheath.  The  muscle  first  becomes  thicker  and  shorter  ; 
but  absorption  soon  takes  place,  with  atrophy  and  fibrous 
degeneration  as  a  result.  Virchow  describes  the  changes 
as  being  similar  to  those  produced  by  simple  rheumatic 
or  traumatic  inflammation  ;  the  interstitial  tissue  of  the 
bundles  of  muscular  fibres  is  the  seat  of  development  of 
connective  tissue,  which  becomes  indurated  and  leads  to 
atrophy  and  destruction  of  the  muscular  fibrils.  It  is 
probable  that  both  the  muscular  sheaths  and  the  pro- 
longations therefrom  between  the  fibres  are  thus  infiltrated. 

When  gummata  are  developed,  the  infiltration  takes 
place  in  circumscribed  portions  of  the  connective  tissue 
between  the  muscles  or  the  fasciculi.  These  growths 
resemble  similar  tumours  of  the  subcutaneous  connective 
tissue.  They  are  reddish-grey  at  first,  and  afterwards 
become  yellowish.  They  may  attain  the  size  of  a  nut  or 
a  walnut,  and  they  vary  in  consistence,  being  sometimes 
soft  and  almost  diffluent,  and  sometimes  firm  and  elastic. 

Both  these  affections  are  accompanied  by  slight  pain, 
especially  felt  on  moving  the  muscle.  Diffused  myositis 
gives  rise  to  contraction,  and  the  pain  is  felt  chiefly  at  the 
points  to  which  the  muscle  is  attached.  The  biceps  of 
the  arm  is  the  muscle  most  frequently  affected.  The  first 
symptom,  which  may  appear  about  a  year  after  infection, 
is  stiffness  of  the  elbow ;  the  patient  finds  it  difficult  to 
extend  the  arm,  and  if  force  is  applied  the  biceps  may  be 
felt  to  resist  the  extension.  In  marked  cases  the  forearm 
becomes  flexed  at  a  right  angle.  No  circumscribed 
tumours  can  be  felt  ;  the  muscle  generally  is  hard  and 
tense. 

When  gummatous  formations  take  place  in  a  muscle, 
retraction  is  not  a  necessary  symptom.  If  the  tumours 
are  superficial,  they  may  be  felt  as  resistant,  firm  nodules, 
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more  or  less  globular  in  form,  easily  isolated  when  the 
muscle  is  at  rest.  The  long  axis  of  the  growth  usually 
coincides  with  that  of  the  muscle.  They  give  rise  to 
little  or  no  pain,  but  more  or  less  interfere  with  the 
action  of  the  muscle.  Such  growths  become  developed 
slowly,  and  may  disappear  spontaneously,  or  their  disinte- 
gration may  result  in  suppuration  and  discharge  exter- 
nally; when  softening  takes  place  they  may  be  mistaken  for 
an  abscess.  Sometimes  they  become  fibrous  and  undergo 
calcareous  degeneration.  Absorption  is,  however,  the  most 
frequent  termination.  The  middle  portions  of  muscles 
are  the  ordinary  seats  of  these  growths.  Less  frequently 
they  are  found  near  the  attachments.  The  biceps  of  the 
arm  is  most  often  affected,  and  next  to  it  come  the  biceps 
femoris,  the  pectoralis  major,  the  sterno-mastoid,  the 
masseter,  and  the  rectus  muscle  of  the  abdomen.  It 
often  happens  that  several  muscles  are  invaded  at  the 
same  time.  Gummata  sometimes  occur  in  the  heart  (see 
p.  164)  and  give  rise  to  serious  symptoms. 

The  diagnosis  of  syphilitic  myositis  must  be  made  by 
the  aid  of  the  concomitant  symptoms,  such  as  exostoses, 
ulcers  of  the  pharynx,  gummatous  growths  in  the  skin, 
&c.,  which  are  usually  present.  In  the  diffused  form  the 
symptoms  resemble  those  of  rheumatism.  If  the  tumours 
can  be  felt,  the  diagnosis  is  for  the  most  part  easy.  If 
suppuration  takes  place,  the  appearances  are  those  of  an 
ordinary  abscess.  The  process,  however,  is  less  acute, 
and  the  discharge  is  thin,  muco-purulent,  and  sanious. 
The  opening  is  small,  and  the  cavity  shows  no  tendency 
to  rapid  closure,  but  continues  to  discharge  a  thin  glairy 
fluid.  Eeparation  and  cicatrisation  are  slow  and  tedious, 
and  the  opening  does  not  close  until  the  whole  of  the  new 
formation  has  become  disintegrated. 
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Syphilitic  Affections  of  the  Tendons  and  Tendinous 

Sheaths 

The  tendons,  like  the  muscles,  are  occasionally  the  seat 
of  syphilitic  changes.  The  lesions  consist  in  simple  and 
partial  thickening,  owing  to  plastic  infiltration,  and  the 
development  of  small  gummatous  tumours  or  growths  of 
a  circumscribed  character.  The  tendons  most  frequently 
affected  are  the  tendo  Achillis,  the  tendons  of  the  biceps 
and  triceps,  the  patellar  tendon,  the  tendinous  attachment 
of  the  sterno-cleido-mastoid  muscle,  and  the  flexor  and 
extensor  tendons  of  the  fingers.  Serous  effusions  also 
occasionally  take  place  into  the  sheaths  of  certain  tendons, 
especially  those  of  the  extensors  of  the  fingers.  Fournier 
has  described  several  instances  of  this  latter  condition. 
The  exudation  is  considerable,  the  fluctuation  very  dis- 
tinct ;  sometimes  the  integument  is  unaltered,  but  some- 
times it  is  reddened  and  painful.  In  other  cases  fluctua- 
tion is  scarcely  perceptible,  the  swelling  is  of  a  doughy 
character,  and  sometimes  there  are  scarcely  any  external 
changes,  but  the  tendon  is  painful  on  pressure  and  the 
movement  of  the  finger  is  interfered  with.  True  gum- 
matous formations  may  also  develop  in  the  sheaths  of 
tendons.  Thus  in  a  case  recorded  by  Mr  Nunn,  a  palish 
yellow  tumour,  of  the  size  of  half  an  orange,  formed 
above  the  tendons  on  the  dorsum  of  the  foot,  in  a  man 
forty-five  years  of  age,  who  had  suffered  from  syphilis  for 
twenty  years.  Ulceration  had  taken  place,  and  the  con- 
tents of  the  tumour  were  evacuated.  A  similar  formation, 
with  like  results,  had  taken  place  some  time  before  over 
the  tendons  at  the  inner  side  of  the  knee.  Another  case 
has  been  reported  in  which,  fifteen  years  after  infection,  a 
gummatous  growth  became  developed  in  the  tendinous 
sheath  of  the  peroneus  anticus  of  the  right  side. 

In  the  case  of  the  tendons  themselves,  the  gummatous 
formations  may  be  developed  either  on  the  surface  or  in 
their  substance.    They  are  usually  superficial,  and  project 
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more  or  less  abruptly  above  the  surface  of  the  tendons. 
When  more  deeply  seated  they  cause  the  tendinous  fibres 
to  separate^  the  growths  themselves  becoming  elongated 
and  fusiform.  Movements  are  more  or  less  interfered, 
withj  and  the  tumours  are  sometimes  painful.  In  a  few- 
cases  the  integument  becomes  red,  inflamed,  and  ulce- 
rated, and.  the  gummatous  mass  is  gi'adually  discharged. 
Troublesome  and  chronic  sores  result,  healing  being- 
impeded,  by  the  movements  of  the  muscles. 

The  diagnosis  must  be  made  by  the  aid  of  the  history 
of  the  case  and  of  any  coexisting  symptoms.  The  treat- 
ment consists  in  the  administration  of  iodide  of  potassium 
and  the  local  application  of  the  liniment  of  iodine. 


CHAPTER  XVII 


SECONDARY    AND    TERTIARY    SYPHILITIC    AFFECTIONS    OP  THE 

ORGANS  OF  GENERATION 

In  the  male  subject^  during  the  eruptive  stage,  tlie 
integument  of  the  glans  penis  is  occasionally  marked  by 
roseolous  patches,  which  more  or  less  speedily  disappear. 
It  sometimes  happens,  however,  that  a  diffuse  erysipelatous 
redness  appears  on  the  inner  layer  of  the  prepuce,  and 
the  fossa  behind  the  glans,  and  sets  up  a  somewhat  acute 
catarrhal  condition  of  these  parts.  The  prepuce  becomes 
inflamed,  thickened,  and  of  a  deep  red  colour,  and  more 
or  less  secretion  is  poured  fortb  by  the  glands.  Without 
proper  examination,  the  case  may  easily  be  mistaken  for 
one  of  ordinary  balano-posthitis.  In  the  syphilitic  affec- 
tion, however,  other  indications  of  the  disease,  such,  as  an 
induration  on  the  penis  or  some  eruption  on  the  skin  or  in 
the  throat,  will  invariably  be  present.  Moreover,  the  sym- 
ptoms are  of  a  milder  character  than  those  of  balanitis, 
which  generally  produces  great  swelling  of  the  prepuce  and 
of  the  integument  of  the  penis,  and  sometimes  acute  inflam- 
mation of  the  lymphatic  vessels  and  profuse  secretion 
between  the  prepuce  and  the  glans.  Even  in  syphilitic 
cases,  if  the  catarrhal  secretion  be  allowed  to  accumulate, 
there  is  likely  to  be  considerable  excoriation  of  the  glans 
and  prepuce.  Under  such  circumstances,  the  sores  might 
be  erroneously  regarded  as  of  a  primary  character,  and  the 
subsequent  symptoms  might  then  be  attributed  to  a 
"soft^'  sore.  Such  an  error  can  be  easily  avoided  by  a 
proper  examination  of  the  patient. 

Erythema  of  the  vulva  sometimes  occurs  in  women 
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recently  infected  with  syphilis.  The  mucous  membrane 
is  reddened  and  covered  with  secretion,  the  labia  are  more 
or  less  oederaatous  and  the  redness  extends  for  some 
distance  into  the  vagina.  Erosions,  similar  to  those  on 
the  prepuce,  sometimes  occur,  and  may  give  rise  to  errors 
of  diagnosis.  The  secretion  readily  becomes  very  abundant 
unless  great  cleanliness  be  observed,  and  the  irritation  is 
apt  to  spread  to  the  vulvo-vaginal  and  sebaceous  glands. 
A  male  patient,  having  connection  with  a  woman  thus 
affected,  is  sure  to  suffer  from  urethritis,  but  he  may 
escape  syphilis.  If,  however,  the  muco-purulent  catarrh 
of  the  vagina  be  associated  with  mucous  patches  of  the 
vulva  or  of  the  os  uteri,  syphilis  will  almost  certainly  be 
communicated. 

Mucous  Papules  are  very  common  on  the  genital 
organs  of  both  sexes,  and  they  are  found  in  various  stages 
and  of  different  sizes.  In  the  male  subject  they  are  most 
frequently  met  with  in  the  fossa  behind  the  glans,  on 
the  margin  of  the  prepuce  and  at  the  orifice  of  the 
urethra  ;  in  women  they  are  found  on  the  vulva,  especially 
on  the  inner  surface  of  the  labia  majora  and  on  the  labia 
minora,  in  the  upper  part  of  the  vagina  and  on  the  vaginal 
portion  of  the  uterus.  The  region  of  the  anus,  in  both 
sexes,  is  a  common  seat  of  mucous  patches.  They  vary 
much  in  appearance ;  one  variety  often  occurs  with 
roseola  and  miliary  cutaneous  papules.  Others  are  much 
larger  and  rounded  in  form.  Those  situated  on  the 
cutaneous  surface  consist  of  thickening  and  proliferation 
of  the  superficial  layers  of  the  skin,  and  their  surface  is 
red,  smooth,  and  polished,  and  either  dry  or  slightly 
moist ;  they  are  often  more  or  less  eroded.  On  the 
mucous  membrane  of  the  vulva  the  papules  are  softer  and 
of  a  lighter  colour,  owing  to  persistent  contact  with  the 
secretions  of  the  part,  and  they  are  often  extensively 
eroded  or  ulcerated  and  inflamed,  and  discharging  pro- 
fusely. They  are  sometimes  covered  with  a  dijjhtheritic 
false  membrane,  and  they  often  send  out  prolongations  or 
vegetations.    It  also  not  uufrequently  happens  that  an 


AFFECTIONS  OF  THE  ORGANS  OF  GENERATION 


193 


ulcerated  mucous  patcli  lias  an  inflamed  and  indurated 
base  which,  closely  resembles  that  of  a  chancre.  The 
diagnosis,  in  such  a  case,  is  made  clear  by  the  discovery  of 
other  mucous  patches  and  secondary  symptoms  elsewhere. 
It  must  be  remembered,  however,  that  the  chancre  is 
occasionally  converted  into  a  mucous  papule — a  process 
which  Kicord  designated  "  transformatio  in  situ. As  a 
matter  of  course,  the  discharges  from  these  lesions  are  of 
a  highly  contagious  character,  and  they  may  give  rise,  not 
only  to  chancres  but  to  moist  papules  or  condylomata,  which 
are  followed  by  constitutional  symptoms.  These  growths 
on  the  mucous  surface  of  the  vulva  often  cause  the  labia 
minora  to  become  oedematous.  When  thev  occur  in  an 
aggravated  form  and  are  neglected,  they  increase  in  size 
and  become  confluent,  and  in  this  way  form  large,  soft, 
greyish-red,  irregular,  fungoid  masses,  covering  the 
external  genitals  and  extending  from  the  pubes  to  the 
anus  and  laterally  to  the  groins  and  upper  parts  of  the 
thighs.  They  are  covered  with  a  profuse  muco-purulent 
or  sanious  secretion,  of  a  highly  irritating  character, 
and  with  a  peculiarly  offensive  odour.  Such  growths  are 
seen  in  the  lower  classes  of  prostitutes  who  pay  no  atten- 
tion to  cleanliness.  They  subside  rapidly  under  proper 
treatment  and  ablution.  The  most  frequent  complications 
of  these  growths  are  abscesses  of  the  vulvo-vaginal  glands, 
vaginitis,  and  inflammation  of  the  neck  of  the  uterus. 

The  treatment  of  these  growths  consists,  first  and  fore- 
most, in  cleanliness  and  rest.  After  thorough  washing 
and  drying,  they  should  be  dusted  over  with  a  mixture  of 
calomel  and  oxide  of  zinc,  equal  proportions,  and  lint  should 
then  be  applied  so  as  to  keep  the  parts  from  contact.  This 
dressing  should  be  frequently  renewed.  Mercurial  treat- 
ment must  of  course  be  adopted,  and  the  local  treatment 
must  be  persevered  with  until  the  growths  have  dis- 
appeared. Relapses  are  very  apt  to  occur.  If  the  growths 
prove  very  obstinate,  superficial  cauterisation  from  time  to 
time  with  nitrate  of  silver  will  expedite  their  removal. 

Gummata  sometimes  occur  on  the  mucous  membralle 
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of  the  genital  organs  in  both  sexes.  In  the  male  subject, 
they  are  most  common  on  the  inner  surface  of  the  prepuce, 
and  they  are  sometimes  found  in  the  urethra  close  to  the 
meatus.  In  women,  they  occur  in  the  labia  majora  and 
minora  and  near  the  inferior  commissure  of  the  vagina. 
They  may  be  single,  or  two  or  three  may  be  found  close 
together.  In  the  latter  case  they  are  apt  to  become 
confluent  and  their  disintegration  causes  superficial 
ulcers,  varying  in  size.  Gummatous  growths  but  rarely 
occur  in  the  vagina.  They  do,  however,  sometimes  give 
rise  to  more  or  less  deep  ulceration  and  subsequent  con- 
traction of  this  canal.  Ulceration  of  the  cervix  uteri  is 
sometimes  due  to  the  disintegration  of  gummatous 
growths.  Such  lesions  can  scarcely  be  distinguished  from 
others  due  to  non-specific  causes.  With  regard  to  the 
female  urethra  Virchow  states  that  ulcerations  and  cica- 
trices sometimes  follow  gummatous  deposits,  and  have 
exactly  the  same  character  as  those  of  the  larynx.  He 
has  described  one  case  in  which  the  ulceration  extended 
to  the  bladder  and  was  followed  by  cicatrisation.  Gum- 
mata  occurring  in  the  tissue  of  the  male  urethra,  diminish 
the  calibre  of  the  canal  and  may  also  become  disintegrated 
and  give  rise  to  fistulous  openings  at  the  posterior  surface 
of  the  corpus  spongiosum.  Zeissl  states  that  they  are 
most  frequently  situated  close  to  the  urethral  orifice.  The 
same  form  of  growth  occasionally  invades  the  corpora 
cavernosa.  A  small  induration  is  first  noticed  by  the 
patient,  and  this  gradually  increases  in  size,  but  without 
causing  pain.  As  the  induration  extends,  the  affected 
portion  loses  more  or  less  of  its  erectile  capacity,  and  if  the 
induration  be  very  considerable  the  corpus  cavernosum 
of  the  sound  half  only  is  capable  of  distension,  and  the 
penis,  during  an  erection,  describes  a  curved  line  with  a 
lateral  concavity.  If  the  induration  be  on  the  dorsum 
of  the  penis,  the  organ  becomes  curved  tipwards  and  back- 
wards towards  the  pubes. 

Ulcers  due  to  the  disintegration  of  gummatous  growths 
differ  from  primary  ulcers  in  the  slowness  of  their  deve- 
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lopment  and  tlieir  less  rapid  cicatrisation,  which  does  not 
occur  until  all  the  new  formation  has  been  removed. 
They  sometimes  assume  a  crescentic  shape,  and  they  are 
always  associated  with  other  manifestations  of  syphilis. 
A  patient  suffering  from  such  an  ulcer  is  apt  to  believe 
that  he  has  recently  contracted  syphilis,  whereas  these 
gummata  appear  five  or  six  years  after  the  primary  lesion. 
It  is  remarkable  that  a  gummatous  growth  sometimes 
occupies  the  site  of  an  original  chancre.  If  the  base  of 
such  an  ulcer  be  hard  it  may  be  difficult  to  distinguish  it 
from  an  indurated  sore  ;  the  diagnosis  must  be  made  from 
the  history  of  the  case  and  with  the  aid  of  the  coexisting 
symptoms,  such  as  diseases  of  the  bones,  &c.  If,  on  the 
other  hand,  the  edges  and  base  of  the  ulcer  be  destitute 
of  hardness,  it  may  be  mistaken  for  a  soft  sore.  The 
secretion  from  the  latter  is,  however,  auto-inoculable.  It 
is  important  to  distinguish  between  the  primary  and  the 
tertiary  ulcerations,  inasmuch  as  the  latter  require  for  their 
treatment  large  doses  of  iodide  of  potassium,  while  the 
former  (if  of  a  truly  syphilitic  nature)  require  mercurials. 


Syphilitic  Affections  of  the  Testicle 


These  occur  in  two  forms.  In  the  first,  the  morbid 
process  affects  the  tunica  albuginea  and  its  prolongations 
into  the  substance  of  the  gland,  and  induces  the  formation 
of  new  connective  tissue.  The  second  is  characterised  by 
the  development  of  gummatous  growths.  These  pro- 
cesses may  coexist ;  they  have,  indeed,  been  regarded  as 
identical,  the  first  as  being  due  to  diffused  gummatous 
formation  and  the  second  to  nodular  deposits.  Yirchow 
has  described  a  form  of  inflammation  of  the  tunica  vagi- 
nalis, due  to  syphilis,  and  causing  adhesions  between 
the  visceral  and  parietal  portions.  When  the  gland  is 
involved,  the  new  connective  tissue  presses  upon  the 
tubules  and  causes  their  absorption  and  decay.  Separate 
lobes  are  especially  affected,  and  the  gland  becomes  nodu- 
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lated  and  hard,  and  loses  its  normal  form.  The  bands  of 
connective  tissue  are  visible  on  section,  and  there  are  often 
small  caseous  masses,  the  remains  of  gummatous  nodules. 
The  processes  are  similar  to  those  which  are  observed  in 
the  liver. 

Syphilitic  orchitis  is  one  of  the  least  common  of  the 
secondary  affections,  and  it  rarely  appears  until  the  second 
or  third  year.  Pustular  eruptions  and  gummatous  for- 
mations in  other  parts  usually  coexist.  The  symptoms 
consist  in  a  gradual  enlargement  of  the  gland.  It  rarely 
happens  that  any  pain  is  complained  of,  and  the  swelling 
is  not  particularly  sensitive  on  pressure.  The  gland  is 
felt  to  be  hard  and  nodulated,  the  nodules  being  particu- 
larly firm  and  resistant.  Later  on  the  swelling  increases, 
and  the  surface  becomes  more  uniform  ;  the  tumour  is 
extremely  hard  and  may  be  twice  or  thrice  as  large  as  the 
normal  gland.  The  epididymis  and  the  vas  deferens  are 
generally  unaffected,  but  sometimes  these  parts  are  en- 
larged and  indurated.  The  disease  may  involve  one  or 
both  testicles  at  the  same  time,  or  may  affect  first  one 
and  afterwards  the  other.  Hydrocele  sometimes  coexists. 
The  course  of  the  affection,  left  to  itself,  is  generally 
tedious,  and  the  swelling  is  apt  to  reappear  from  time  to 
time  after  subsidence.  As  a  general  rule,  the  deposit 
becomes  absorbed,  and  the  gland  regains  its  normal  size 
and  consistence.  Sometimes,  however,  the  contraction  of 
the  newly-formed  connective  tissue  leads  to  partial  or 
complete  atrophy  of  the  testicle.  Suppuration  very  rarely 
takes  place.  If  both  glands  are  involved  and  atrophy 
occurs,  their  function  will  be  seriously  affected,  and 
complete  impotence  may  result.  Even  where  the  atrophy 
is  incomplete,  the  semen  secreted  by  a  syphilitic  testicle 
is  generally  deficient  in  spermatozoa. 

Biagnosis. — Gonorrhoeal  epididymitis,  tubercular deiDOsit, 
and  cancer,  are  the  conditions  which  most  resemble  syphi- 
litic orchitis.  Epididymitis  is  accompanied  by  feverish- 
ness  and  severe  joain  which  extends  to  tho  groin  and 
back  ;  the  scrotum  is  red,  hot,  and  tense,  and  all  move- 
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ments  are  painful.  The  gonorrhoea  continues,  or  the  dis- 
charge may  have  ceased.  There  is  generally  some  amount 
of  effusion  in  tlie  tunica  vaginalis.  The  inflammation 
rarely  extends  to  the  body  of  tlie  gland,  but  the  spermatic 
cord  is  often  implicated. 

Tubercular  disease  of  the  test  icle  begins  in  the  epididymis, 
whence  it  spreads  to  the  gland.  It  occurs  soon  after 
puberty  in  young  subjects  of  a  scrofulous  habit.  The 
tubercular  deposit  takes  place  in  the  tubules  and  ends  in 
caseation  or  suppuration.  Its  progress  is  slow ;  tbe  tes- 
ticle becomes  hard,  knotty,  and  irregular.  The  nodules 
become  adherent  to  the  tunica  vaginalis  and  integu- 
ment of  the  scrotum,  and  abscesses  form,  followed  by 
fistulous  openings.  Both  testicles  may  be  affected,  and 
the  tumours  are  painful  to  the  touch.  The  symptoms  are 
benefited  by  cod-liver  oil,  iodide  of  iron,  &c. 

Cancer  of  the  testicle  is  usually  of  the  encephaloid 
variety.  It  begins  in  tlie  body  of  the  organ,  by  the  deve- 
lopment of  small  nodules  in  the  tubules.  Its  growth,  is 
rapid,  and  the  testicle  soon  assumes  an  irregular  form. 
The  gland  is  at  first  hard  and  heavy,  but  it  soon  becomes 
elastic  and  tense,  and  severe  pain  is  felt.  The  skin  of  tlie 
scrotum  is  rapidly  implicated  and  gives  way,  and  fungoid 
masses  protrude  from  the  openings.  The  inguinal  glands 
are  enlarged  and  indurated.  The  tumour  grows  very 
rapidly,  and  often  attains  an  immense  size. 

The  treatment  of  syphilitic  orchitis  consists  in  the 
administration  of  mercury  and  of  iodide  of  potassium  in 
large  doses.  The  patient  should  be  kept  at  rest  and  the 
part  should  be  supported  by  a  suspensory  bandage  or 
strapping.  If  resolution  be  delayed,  tlie  ointment  of  the 
iodide  of  potassium  or  the  tincture  of  iodine  may  be 
applied  to  the  scrotum,  the  doses  of  the  iodide  should  be 
increased  and  the  use  of  the  remedy  continued. 

The  epididymis  is  sometimes  the  seat  of  gummatous 
nodules  which  give  rise  to  induration.  The  small  tumour 
is  usually  situated  in  tlie  globus  major  ;  it  is  hard,  indo- 
lent, and  painless ;  its  size  is  that  of  a  pea  or  bean.  It 
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occurs  at  a  comparatively  early  period,  from  six  to  twelve 
months  after  infection.  It  may  occur  on  one  or  on  both 
sides.  The  gummatous  deposit  is  supposed  to  be  in  the 
connective  tissue  of  the  ducts  and  not  in  the  ducts  them- 
selveSj  inasmuch  as  the  secretion  and  function  of  the  part 
is  not  interfered  with.  The  affection  rarely  spreads 
beyond  the  globus  major,  and  there  is  no  simultaneous 
enlargement  of  the  testicle.  The  swelling,  if  neglected, 
remains  for  a  lengthened  period  without  undergoing  any 
change,  but  it  rapidly  disappears  under  mercurial  treatment. 

Affections  of  the  Ovaries  and  Uterus 

But  little  is  known  as  to  the  manner  in  which  syphilis 
affects  these  organs.  Yirchow  believes  that  inflammation 
of  the  ovary  may  be  directly  due  to  syphilitic  infection  ; 
but  he  is  unable  to  say  whether  it  results  in  anything  more 
than  fibroid  induration.  A  few  cases,  however,  have  been 
recorded  in  which  the  ovaries  were  the  seat  of  gummatous 
deposits.  In  one  of  these,  reported  by  Lebert,  the  organs 
in  question  contained  several  whitish  nodules,  some  isolated 
and  others  confluent ;  while  abundant  indications  of 
syphilis,  in  the  form  of  gummata,  ulcers  and  cicatrices, 
existed  in  other  parts. 

In  other  cases,  mentioned  by  various  authors,  the  changes 
presumed  to  be  due  to  syphilis  were  of  a  very  doubtful 
character.  It  would  seem,  however,  that  the  ovaries, 
from  their  fibrous  structure,  would  be  likely  to  be  invaded 
by  syphilitic  lesions.  Such  lesions  as  are  known  are  analo- 
gous to  those  of  the  testicles,  and  they  are  probably  due 
to  the  same  anatomical  changes,  viz.  the  diffused  and  the 
circumscribed  deposits.  Lancereaux  has  observed  only 
the  atrophic  state  of  the  diffused  form.  He  states  that 
the  symptoms  of  these  affections  are  but  of  an  indefinite 
character.  They  consist  of  a  slight,  dull  pain  ;  more  or 
less  swelling,  and,  if  both  organs  are  affected,  loss  of  sexual 
desire  and  sterility.    The  diagnosis  must  bo  made  by  the 
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aid  of  coexisting  symptoms.  Iodide  of  potassium  is  the 
remedy  to  be  used^  if  the  ovaries  of  a  syphilitic  subject 
become  swollen  and  painful. 

Few  if  any  changes  in  the  uterus  can  be  positively 
referred  to  syphilis^  though  it  would  appear  probable  that 
interstitial  inflammation  and  gummatous  tumours  occur  in 
this  organ.  Dr  Aime  Martin  has,  however,  described  a 
syphilitic  hypertrophy,  accompanied  by  ulceration,  of  the 
neck  of  the  uterus;  and  he  states  that  this  affection  occurs  in 
nearly  half  the  total  number  of  cases  of  syphilitic  women. 
The  condition  is  apparently  not  due  to  gummatous 
infiltration.  The  ulceration  is  only  superficial ;  the  secre- 
tion is  scanty  and  muco-purulent  and  of  a  highly  contagious 
nature.  The  symptoms  and  appearances  subside  during 
a  course  of  mercury. 

The  mammary  glands  are  the  occasional  seat  of  gum- 
matous growths ;  in  some  cases  diffused,  in  others  of  a 
circumscribed  character.  The  affection  is  said  to  be 
almost  always  symmetrical,  it  is  less  rapid  in  its  growth 
than  cancer  and  far  less  prone  to  become  ulcerated. 
Moreover,  the  swelling  subsides  under  the  influence  of 
iodide  of  potassium. 
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CHAPTER  XYIII 

SYPHILITIC  AFFECTIONS  OF  THE  EYE 

With  the  exception  of  the  ciystalline  lens,  all  the  parts 
of  which  the  eye  is  composed  are  liable  to  be  affected  in 
syphilis  ;  but  it  is  only  in  comparatively  modern  times, 
that  the  connection  between  the  constitutional  disorder 
and  the  local  manifestations  in  the  organ  of  vision  has  been 
properly  recognised.  It  is  true  that  the  term  syphilitic 
ophthalmia  "  was  in  use  at  the  beginning  of  the  present 
century,  but  it  was  applied  only  to  affections  of  the  iris 
and  of  the  anterior  parts  of  the  eye.  Other  lesions  were, 
however,  attributed  to  syphilis,  and  were  treated  more  or 
less  successfully  with  mercury,  but  they  were  all  grouped 
under  the  general  and  vague  term  amaurosis.  It  was  not 
until  the  discovery  of  the  ophthalmoscope  that  the  exist- 
ence and  nature  of  the  more  deeply  seated  lesions,  namely, 
those  of  the  choroid,  retina,  and  optic  nerve,  were  ascer- 
tained and  demonstrated. 

Syphilitic  Affections  of  the  Eye  may  be  divided  into 
two  principal  classes.  The  first  class  includes  those  lesions 
and  disorders  which  are  the  direct  consequences  of  the 
infection ;  the  second,  those  affections  of  the  eye  which 
are  due  to  syphilitic  diseases  of  the  brain  or  other  parts 
more  or  less  intimately  connected  with  the  organs  of 
vision. 

The  first  class  will  therefore  include  : 

1 .  Syphilitic  affections  of  the  eyelids. 

2.  Syphilitic  affections  of  the  conjunctivte. 

3.  Syphilitic  affections  of  the  cornea. 

4.  Iritis. 


AFFECTIONS   OF   THE  EYE 


201 


5.  Choroiditis. 

6.  Retinitis. 

The  second  class  includes  : 

7.  Optic  neuritis,  the  result  of  lesions  of  the  brain. 

8.  Atrophy  of  the  optic  nerves,  consequent  upon  cere- 
bral lesion  or  disease  of  the  bones. 

9.  Paralysis  of  the  muscles  of  the  eye  and  of  accommo- 
dation. 

10.  Syphilitic  lesions  of  the  lacrymal  apparatus  (see 
p.  146). 

1.  Syphilitic  Affections  of  the  Eyelids. — The  eyelids 
are  occasionally  the  seat  of  primary  and  secondary  syphi- 
litic lesions.  Gummatous  growths  are  also  sometimes 
found  on  these  parts.  Soft  chancres  on  the  eyelids  are 
extremely  rare,  hard  sores  are  somewhat  more  common. 
The  infection  is  usually  conveyed  from  the  lips  of  a  person 
suffering  from  a  syphilitic  lesion  of  the  mouth  and  throat. 
Hard  chancres  have  been  met  with  on  the  lids  of  new- 
born children,  and  are  undoubtedly  the  result  of  direct 
inoculation  during  parturition.  The  ulcer  may  occupy 
any  part  of  either  lid ;  it  causes  considerable  swelling  of 
the  part,  and  is  usually  associated  with  induration  of  the 
glands  in  front  of  the  ear  and  under  the  chin. 

Gummata  sometimes  occur  in  the  eyelids.  They  form 
small  roundish  tumours,  somewhat  painful  to  the  touch 
and  causing  more  or  less  inflammation  of  the  eyelid.  Such 
a  growth  may  be  mistaken  for  a  hordeolum  or  a  chalazion. 
Their  tendency  is  towards  disintegration  and  ulceration 
which  sometimes  extends  to  the  conjunctiva  and  causes 
considerable  destruction  of  the  tissues  of  the  eyelids.  In 
slighter  cases  the  ulcers  heal  and  leave  a  small,  white, 
depressed  cicatrix,  generally  near  the  margin  of  the  lid, 
which  sometimes  appears  notched.  More  or  less  extensive 
destruction  of  the  eyelashes  is  likely  to  result.  Gummata 
have  been  seen  in  the  lids  as  early  as  the  sixth  month 
after  infection,  and  also  at  periods  when  all  other  traces 
of  the  disease  had  disappeared.    The  ulceration  is  gene- 
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rally  accompanied  by  swelling  and  induration  of  the  glands 
in  tlie  neck,  and  especially  under  the  chin. 

The  tarsal  cartilages  sometimes  become  inflamed  as  a 
result  of  syphilis.  The  symptoms  are,  thickening  and  in- 
filtration of  the  cartilage,  and  great  swelling  of  the  eyelid. 
In  two  recorded  cases  of  this  affection,  the  eyelid  attained 
the  size  of  a  small  pigeon's  egg.  Glandular  induration 
and  other  symptoms  of  syphilis  were  present  at  the  same 
time.  The  affection  is  a  chronic  one,  and  yields  but 
slowly  to  specific  remedies. 

2.  Syphilitic  Affections  of  the  Conjunctiva.— These 
are  less  common  than  those  of  the  lids,  and  are  most  fre- 
quently due  to  the  extension  of  inflammation  or  ulceration 
from  the  latter  parts.  The  conjunctival  surface  is,  however, 
sometimes  independently  affected,  and  is  the  occasional 
seat  of  hard  and  soft  chancres,  and  of  gummatous  growths. 

Syphilitic  ulcers  of  the  conjunctiva  have  been  very 
seldom  noticed,  but  a  few  well-authenticated  cases  have 
been  placed  on  record.  The  ulcer  causes  considerable 
swelling  and  hardness  of  the  affected  lid,  and  is  attended 
with  induration  of  the  prseauricular  glands.  In  the  ab- 
sence of  such  induration,  the  diagnosis  may  present  con- 
siderable difficulty.  In  a  case  recorded  by  Mauthner,  a 
hard  swelling,  as  large  as  a  bean,  was  found  immediately 
under  the  conjunctiva  of  the  lower  lid.  The  patient  was 
a  girl,  aged  nineteen,  apparently  in  perfect  health.  The 
surface  of  the  tumour  presented  an  irregularly  shaped 
ulcer,  covered  with  a  very  scanty  secretion.  There  was 
no  swelling  of  the  neighbouring  glands,  but  the  case  was 
set  down  as  one  of  indurated  chancre  of  the  conjunctiva. 
The  tumour  was  excised  by  another  surgeon  and  found,  on 
examination,  to  consist  of  granulation-tissue."  Recur- 
rence took  place  and  removal  was  again  practised,  when 
the  eyeball  was  injured.  So  much  mischief  was  set  up 
that  enucleation  of  the  eyeball  became  necessary.  There 
was  no  subsequent  manifestation  of  any  constitutional  sym- 
ptoms and  the  nature  of  tho  case  remained  very  obscure. 

Cases  of  gummatous  gi'owths  of  the  conjunctiva  are 


AFFECTIONS   OF  THE  EYE 


203 


somewliat  more  frequent^  and  tliese  formations  are  gene- 
rally situated  on  the  ocular  conjunctiva,  near  tlie  margin 
of  the  cornea.  They  form  small,  yellowish,  smooth  nodules, 
not  much  raised  above  the  surface  of  the  conjunctiva,  and 
without  any  sharply-defined  border.  They  discharge  on 
section  a  minute  quantity  of  semi-purulent  fluid.  They 
have  been  sometimes  found  associated  with  gummata  in 
other  parts  of  the  eye,  and  in  various  parts  of  the  body. 
Malignant  growths  are  sometimes  found  on  the  conjunctiva, 
and,  like  gummata,  near  the  corneal  margin.  They  how- 
ever present  a  rough,  nodulated  surface,  are  usually  sharply 
defined,  and  project  above  the  level  of  the  conjunctiva. 

3.  Affections  of  the  Sclerotic  and  Cornea. — The 
sclerotic  is  seldom,  if  ever,  independently  affected  in  con- 
stitutional syphilis,  though  cases  of  syphiloma  of  the 
cornea  and  sclerotic,  and  of  syphilitic  scleritis  have  been 
described.  It  would  appear,  however,  that  the  affection 
of  the  sclerotic  is  always  secondary  to  gummatous  forma- 
tions in  the  ciliary  body  or  choroid. 

Syphilitic  Affections  of  the  Cornea  most  commonly 
occur  in  connection  with  the  hereditary  form  of  the  dis- 
ease. The  substance  of  the  cornea  is  the  seat  of  the  in- 
flammation, which  may  be  either  diffuse  or  punctate.  Mr 
Hutchinson  believes  that  the  peculiar  inflammation  of  the 
cornea,  known  by  the  name  of  "  strumous  corneitis,"  and 
occurring  for  the  most  part  in  patients  between  the  ages 
of  three  and  twenty,  is  always  due  to  hereditary  syphilis. 
Mr  Hutchinson  also  observes  that  a  peculiar  condition  of 
the  permanent  incisor  teeth  almost  invariably  coexists  with 
the  corneal  inflammation. 

The  affection  usually  commences  as  a  diffuse  haziness 
near  the  centre  of  the  cornea  of  one  eye,  though  the  advent 
of  the  disease  is  occasionally  heralded  by  the  appearance 
of  a  small  salmon-coloured  patch  at  the  corneo-scleral 
margin.  There  is  no  ulceration  and  little,  if  any,  conges- 
tion, but  the  eye  is  weak  and  irritable.  Cloudy  dots  are 
seen  to  occupy  the  structure  of  the  cornea ;  these  are  at 
first  separate  but  sooner  or  later  become  confluent,  the 
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opacity  being  especially  marked  at  certain  spots.  As  the 
disease  progresses,  a  zone  of  sclerotic  inflammation  encircles 
the  cornea ;  there  is  pain  in  the  eye  and  orbit  and  intolerance 
of  light.  After  some  weeks  the  other  eye  is  usually 
affected  in  the  same  way,  and  the  patient  may  become 
alinost  blind.  In  the  course  of  time,  however,  especially 
if  suitable  treatment  be  adopted,  the  opacity  clears  up, 
and  the  cornea  almost  or  entirely  regains  its  normal  trans- 
parency ;  but  cloudy  patches  may  remain  for  indefinite 
periods.  Throughout  the  course  of  the  complaint  there 
is,  as  a  general  rule,  but  slight  evidence  of  increased  vas- 
cularity ;  but  in  severe  cases,  the  cornea  assumes  a  rosy 
tint,  owing  to  the  development  of  minute  vessels  at  its 
periphery.  Ulceration  very  rarely  occurs,  though  the 
epithelial  layer  of  the  cornea  is  generally  implicated  and 
assumes  the  appearance  of  ground  glass.  The  other 
characteristics  which  are  associated  with  this  affection,  viz. 
the  peculiar  malformation  of  the  teeth,  the  alterations  in 
the  physiognomy  and  general  appearance  of  the  patient 
will  be  described  in  the  chapter  on  hereditary  syphilis. 
Interstitial  keratitis  is  most  commonly  seen  in  patients 
about  ten  years  of  age ;  but  it  may  appear  much  earlier 
or  not  until  the  patient  is  grown  up. 

Some  German  ophthalmologists  deny  the  existence  of 
any  necessary  connection  between  interstitial  keratitis 
and  inherited  syphilis,  and  they  attribute  the  affections  of 
the  teeth  to  rickets  rather  than  to  a  specific  taint.  Others 
again  fully  endorse  Mr  Hutchinson's  views.  According 
to  the  statistics  of  the  Bonn  Eye  Hospital,  hereditary 
syphilis  could  be  demonstrated  to  exist  in  62  per  cent,  of 
the  cases  of  interstitial  keratitis. 

Keratitis  is  occasionally  seen  in  adults,  the  subjects  of 
acquired  syphilis,  and  it  is  sometimes  associated  with  iritis 
and  sometimes  occurs  alone.  In  the  former  case  the 
appearances  seen  consist  of  opaque  patches  resembling 
ground  glass,  and  commencing  at  the  circumference  of  the 
cornea.  They  are  not  very  abruptly  defined  from  the 
transparent  portions,  and  the  epithelial  covering  is  not 
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implicated.  There  is  no  sign  of  vascular  proliferation. 
This  difuse  keratitis  occurs  in  the  later  stages  of  syphilis, 
and  is  associated  not  only  with  iritis,  but  with  gummatous 
ulcers  of  the  skin  and  other  parts.  It  subsides  rapidly 
under  mercurial  treatment. 

There  is  another  form  occurring  in  the  same  class  of 
cases  and  described  as  jpundate  heratitis.  This  is  charac- 
terised by  the  appearance  in  the  substance  of  the  cornea 
of  circumscribed  greyish  or  yellowish  spots,  some  of  them 
being  as  large  as  a  pin's  head.  There  is  no  zone  of 
sclerotic  congestion,  and  the  portions  of  the  cornea  sur- 
rounding the  spots  are  perfectly  transparent.  The  patches 
are  rapidly  developed,  and  may  rapidly  disappear,  either 
completely  or  partially,  in  the  latter  case  leaving  behind 
them  small  opaque  points.  The  opacities  never  attain  a 
large  size,  and  never  end  in  suppuration.  It  may  be  that 
the  spots  in  question  consist  of  gummatous  deposits. 
Appearances  of  this  kind  have  been  seen  in  the  eye  three 
months  after  infection,  and  associated  with  choroiditis. 
In  other  cases  the  remaining  structures  of  the  eye  have 
appeared  normal. 

A  form  of  partial  or  total  disintegration  of  the  cornea 
has  been  described  as  occurring  in  infants,  the  subjects  of 
hereditary  syphilis,  and  has  been  termed  malacia  corneas. 
The  patients  are  invariably  ill-nourished  and  wasted,  and 
the  symptoms  have  been  sometimes  observed  to  set  in 
shortly  before  death.  An  ulcer  appears  without  any  signs 
of  inflammation,  and  increases  till  a  large  portion  of  the 
cornea  is  involved.  If  life  be  prolonged  some  attempt  at 
reparation  may  take  place,  resulting  in  the  formation  of  a 
solid  opaque  deposit,  which  may  again  break  down.  The 
appearances  are  usually  associated  with  symptoms  of 
chronic  encephalitis. 

4.  Syphilitic  Iritis — Of  all  the  structures  of  which 
the  eye  is  composed,  the  iris  is  the  one  that  is  most  fre- 
quently affected  in  syphilis.  It  would  appear  from  statistics, 
that  syphilis  is  the  cause  of  more  than  half  the  total  number 
of  cases  of  iritis,  and  that  iritis  constitutes  from  one-half 
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to  two-ttirds  of  the  eye-affections  due  to  syphilis.  It  is 
further  stated  that  iritis  occurs  in  from  five  to  six  per 
cent,  of  all  cases  of  syphilis. 

When  present,  syphilitic  iritis  generally  accompanies 
the  early  cutaneous  eruptions,  but  it  may  appear  at  any 
stage  of  the  disease.  It  is  an  occasional  symptom  of 
hereditary  syphilis.  It  is  probable  that  external  influences, 
such  as  exposure  to  cold  and  damp,  may  assist  in  exciting 
an  attack  of  iritis  in  syphilitic  subjects.  The  affection 
has  been  known  to  supervene  in  a  very  severe  form  during 
mercurial  treatment.  As  a  general  rule,  one  eye  is  first 
affected,  and  after  a  short  interval,  the  other  eye  is 
attacked,  but  sometimes  both  eyes  are  affected  at  the 
same  time.    Relapses  are  somewhat  frequent. 

Symptoms. — In  the  large  majority  of  cases  these  differ 
in  no  way  from  those  of  iritis  due  to  other  causes.  It  is 
only  when  gummatous  growths  are  seen  on  the  membrane 
that  the  appearances  are  characteristic  of  syphilis.  With 
regard  to  the  other  symptoms,  they  may  be  thas  briefly 
summarised.  The  patient  complains  of  pain  in  the  eye 
and  around  the  orbit ;  the  pain  is  generally  worse  at  night. 
Vision  is  more  or  less  impaired  ;  there  is  some  amount  of 
photophobia  and  chemosis.  The  symptoms,  as  a  general 
rule,  are  somewhat  slow  in  their  development.  On  exami- 
ning the  eye,  the  iris  is  found  to  be  dull  and  discoloured, 
its  free  edge  is  uneven  and  irregular,  the  pupil  is  con- 
tracted, more  or  less  angular  and  drawn  inwards  and  up- 
wards, and  perhaps  adherent  to  the  capsule  of  the  lens. 

Gummatous  nodules  are  seen  upon  the  surface  of  the 
iris  in  about  one-fourth  of  the  cases  of  syphilitic  iritis. 
Their  pi'esence  constitutes  an  almost  pathognomonic  sym- 
ptom. They  are  usually  single,  but  sometimes  multiple^ 
and  they  vary  in  size  from  that  of  a  small  pin^s  head  to 
that  of  a  lentil.  In  exceptional  cases  they  attain  a  much 
larger  size,  and  have  been  known  to  fill  the  anterior 
chamber  and  to  protrude  through  the  sclerotic.  They  are 
most  frequently  situated  close  to  the  margin  of  the  pupil 
and  they  give  rise  to  posterior  synechia,  but  they  are 
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sometimes  found  on  the  ciliary  margin  of  the  iris.  They 
are  yellowish-red  in  colour,  and  vessels  are  sometimes 
seen  to  course  over  them ;  in  other  cases  their  surface  is 
greyish-yellow,  as  if  covered  by  a  layer  of  pus.  The 
larger  nodules  sometimes,  though  rarely,  suppurate  ;  they 
usually  undergo  absorption,  their  position  on  the  iris  being 
subsequently  marked  by  spots  of  a  lighter  colour.  Yery 
large  guramata  may  lead  to  atrophy  of  the  eyeball,  but 
such  a  result  is  extremely  rare.  Gummata  sometimes 
occur  on  the  ciliary  processes,  and  involve  the  sclerotic 
coat,  the  choroid,  and  retina. 

In  addition  to  gummatous  growths,  a  gelatinous  exuda- 
tion has  been  described  as  occurring  in  some  cases  of 
syphilitic  iritis.  The  exudation  is  said  to  resemble  in 
appearance  a  cysticercus- vesicle,  furnished  with  a  greyish 
blue  thin  wall ;  it  appears  to  start  from  the  margin  of  the 
pupil,  and  to  be  connected  with  the  anterior  capsule.  The 
exudation  is  rapidly  poured  out  and  disappears  in  a  few 
days. 

The  progress  of  syphilitic  iritis  resembles  that  of  other 
forms  of  the  disease.  The  symptoms  are  sometimes  of  an 
acute  character,  hypersemia  and  severe  supra-orbital  pain, 
with  evening  exacerbations  lasting  till  midnight,  being  the 
most  prominent  features.  A  decided  attack  of  this  char- 
acter, in  a  patient  suffering  from  this  affection,  often  de- 
pends on  an  increase  of  inflammation  and  the  development 
of  fresh  adhesions.  In  such  cases,  the  pupil  previously 
dilated  by  atropine  is  again  contracted,  and  the  aqueous 
humour  loses  its  transparency.  After  a  course  of  several 
weeks,  during  which  exacerbations  frequently  occur,  the 
symptoms  gradually  subside,  the  pupil  regains  its  normal 
size,  the  pains  abate  and  vision  becomes  clearer.  Reco- 
very, however,  is  often  imperfect,  and  relapses  are  not  un- 
frequent. 

In  other  cases  the  symptoms  are  less  severe  from  the 
first,  and  the  complaint  pursues  a  very  tedious  course. 
The  patients  suffer  but  little,  and  are  only  aware  that  their 
vision  is  becoming  less  and  less  distinct,  and  that  their 
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eyes  soon  become  red  and  sore  on  exposure  to  cold  winds. 
On  examination,  the  pupil  is  found  to  be  much  contracted, 
or  even  closed,  and  the  iris  discoloured  and  prominent. 
The  prognosis  in  such  cases  is  very  unfavorable.  It  fre- 
quently happens  that  the  process  appears  to  terminate  and 
temporary  improvement  takes  place ;  but  relapses  occur 
under  the  influence  of  any  source  of  irritation,  f  reshi  adhe- 
sions are  formed  and  the  pupil  becomes  closed,  or  exclusion 
takes  place. 

The  inflammation,  in  unfavorable  cases,  is  not  confined 
to  the  iris.  The  choroid  and  the  ciliary  processes  are  apt 
to  become  implicated.  Ghoroiditis  is  characterised  by  the 
appearance  in  the  vitreous  body  of  fine  dust-like  particles, 
which  tend  to  unite  and  form  flocculi.  The  retina  becomes 
greyisb  and  cloudy,  and  variegated  by  patches  of  effusion 
and  dark-coloured  deposits.  Atrophy  of  the  retina  often 
results, 

Cyclitis  more  commonly  follows  the  chronic  form  of 
iritis.  It  is  characterised  by  severe  ciliary  neuralgia,  much 
aggravated  on  touching  the  eye ;  rapid  impairment  of 
vision  ;  diminished  tension  of  tbe  eye-ball ;  sometimes  by 
hypopyon,  retraction  of  tbe  ciliary  portion  of  the  iris,  and 
finally  by  complete  disorganisation  and  bulging  forward  of 
portions  of  the  iris,  as  a  result  of  accumulation  of  fluid 
behind  that  membrane.  Diffuse  retinitis  is  another  occa- 
sional complication  of  syphilitic  iritis. 

In  favorable  cases,  the  iritis  runs  its  course  in  from 
two  to  three  weeks.  All  the  symptoms  then  subside  ; 
the  pupil  regains  its  power  of  movement,  vision  is  restored  ; 
and  the  iris  resumes  its  normal  appearance.  Slight  adhe- 
sions sometimes  remain  between  the  pupillary  margin  and 
the  capsule  of  the  lens,  or  the  uveal  surface  becomes 
adherent  at  one  or  more  points.  This  latter  condition 
does  not  much  affect  the  movements  of  the  pupil.  In 
unfavorable  cases  the  results  are  often  very  serious  as 
regards  the  function  of  the  eye.  More  or  less  atrophy 
of  the  tissue  of  the  iris ;  extensive  posterior  synechias  j 
complete  adhesion  of  the  pupillary  margin  to  the  lens, 
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forming  wtat  is  called  "  exclusion "  of  tlie  pupil ;  and 
distension  of  tlie  eye-ball  are  occasional  consequences 
of  severe  syphilitic  iritis.  Distension  of  the  eyeball  causes 
obstruction  to  the  circulation,  the  vitreous  humour  is 
reduced  to  a  liquid  condition  ;  degeneration  of  the  retina 
and  atrophy  of  all  the  structures  of  the  eye  result  in  total 
loss  of  vision.  If  one  eye  only  be  thus  affected,  sympa- 
thetic disturbances  may  be  set  up  in  the  other  eye,  unless 
enucleation  be  adopted. 

The  ■prognosis  in  syphilitic  iritis  is  on  the  whole  unfavor- 
able. The  acute  affection,  however,  if  promptly  treated, 
often  subsides  without  leaving  any  serious  consequences. 
The  chronic  form,  especially  if  attended  with  complica- 
tions, very  rarely  terminates  in  complete  recovery.  As  a 
general  rule,  the  iritis  which  accompanies  the  exanthema- 
tous  syphilides  is  of  a  more  acute  character  than  that  which 
occurs  at  a  later  period. 

Treatment  of  syphilUic  iritis. — Active  measures  are 
generally  necessary  ;  mercury  should  be  administered  and 
the  patient  should  be  brought  under  its  influence  as  speedily 
as  possible.  Two  or  three  grains  of  blue  pill  may  be 
given  three  times  a  day,  and  if  it  acts  upon  the  bowels 
one-sixth  of  a  grain  of  opium  may  be  added  to  each  dose. 
As  soon  as  any  constitutional  effects  are  manifested  the 
pills  should  be  given  less  frequently.  The  good  effects 
of  the  remedy  are  shown  by  the  disappearance  of  the 
adhesions  and  deposits.  The  eye,  of  course,  should  be 
protected  from  all  sources  of  irritation.  The  patient  should 
remain  in  a  well-ventilated  and  darkened  room ;  he  should 
wear  a  shade  and  should  abstain  from  using  the  eye  in 
any  way.  The  pupil  must  be  kept  thoroughly  dilated  by 
means  of  atropine.  Two  or  three  drops  of  the  solution  of 
the  sulphate  should  be  applied  to  the  eye  several  times  a 
day,  and  this  should  be  continued  so  long  as  any  sign  of 
inflammation  remains.  If  the  pain  be  very  severe,  the 
conjunctiva  congested,  and  the  superficial  parts  about  the 
eye  hot  and  throbbing,  four  or  five  leeches  may  be  applied 
to  the  temples  or  around  the  margin  of  the  orbit.    If  tho 
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pain  be  of  a  neuralgic  character  and  follow  the  course  of 
some  of  the  branches  of  the  fifth  nerve,  it  will  be  well  to 
have  recourse  to  hypodermic  injections  of  morphia.  The 
improved  condition  of  the  eye  after  a  good  night's  rest 
will  be  evidence  of  the  good  effects  of  this  remedy.  When 
the  symptoms  have  subsided,  and  the  patient  leaves  his 
room,  all  sources  of  irritation,  such  as  exposure  to  strong 
light,  variations  of  temperature,  cold  winds,  &c._,  miist  he 
carefully  avoided. 

When  adhesions  remain,  the  use  of  atropine  and  mer- 
cury must  be  continued  for  some  time  in  the  hoDe  that 
absorption  may  take  place.  If  no  change  is  produced  and 
the  adhesions  continue,  a  fresh  attack  of  iritis  is  likely  to 
supervene  and  to  induce  still  more  serious  changes  within 
the  eyeball.  Under  these  circumstances,  a  full  trial  having 
been  made  of  mercury  and  atropine,  the  question  of  iri- 
dectomy will  have  to  be  considered.  The  operation  is 
advisable  in  cases  of  repeated  recurrence  of  inflammation, 
and  when  extensive  synechise  exist.  It  should  be  per- 
formed at  a  time  when  the  inflammatory  process  is  in 
abeyance.  After  its  performance  it  rarely  happens  that 
iritis  recurs.  Another  operation  has  been  proposed,  viz. 
to  make  a  small  incision  into  the  cornea,  and  to  separate 
the  adhesions  by  means  of  a  hook  or  forceps  introduced 
into  the  anterior  chamber.  In  cases  in  which  the  adhe- 
sions are  only  slight,  the  alternate  use  of  eserine  and  atro- 
pine, as  local  applications,  has  been  recommended.  These 
two  substances  are  directly  antagonistic  to  each  other  in 
their  action  on  the  eye,  and  the  alternate  contraction  and 
dilatation  of  the  pupil  tend  to  separate  the  adherent  parts. 
In  advanced  cases,  when  the  structures  of  the  eye  have 
become  disorganised,  enucleation  may  become  necessary  in 
order  to  save  the  other  eye. 

5.  Syphilitic  Affections  of  the  Choroid. — Syphilitic 
choroiditis  not  unfrequently  accompanies  severe  inflamma* 
tion  of  the  iris,  due  to  the  same  cause,  the  anterior  por-* 
tions  of  the  choroid  being  implicated  in  such  cases.  The 
choroid  may  also  be  affected  independently,  the  lesion 


APPilCTIONS    OP   THE  EYE 


211 


manifesting  itself  either  in  tlie  anterior  or  in  tlie  posterior 
part  of  the  membrane.  One  eye  is  usually  attacked  ;  but 
sometimes  both,  are  affected  at  the  same  time  with  cho- 
roiditis. Syphilitic  choroiditis  presents  no  symptom  in- 
dicative of  any  specific  origin ;  the  coexistence  of  syphili- 
tic lesions  elsewhere  will  assist  the  diagnosis,  it  being  re- 
membered that  the  majority  of  cases  of  choroiditis  occur 
in  syphilitic  subjects. 

When  choroiditis  supervenes  upon  an  attack  of  iritis  all 
the  symptoms  become  much  aggravated ;  the  power  of 
vision  is  much  diminished,  pain  becomes  more  intense,  the 
vitreous  humour  looks  cloudy,  tension  of  the  eyeball  is 
lessened  (owing  to  implication  of  the  ciliary  body)  ;  the 
patient  complains  of  flashes  or  sparks  before  the  eye,  and 
there  is  sometimes  effusion  of  blood  into  the  anterior 
chamber.  If  the  case  be  neglected  the  results  are  :  des- 
truction of  the  choroid  and  retina,  atrophy  of  the  iris  and 
of  the  ciliary  body,  the  formation  of  cataract,  separation  of 
the  retina  from  the  choroid,  and  total  loss  of  vision. 

The  treatment  is  the  same  as  that  of  syphilitic  iritis,  but 
mercury  is  still  more  strongly  indicated.  In  the  later 
stages,  when  the  active  symptoms  have  subsided,  iodide 
of  potassium  may  be  given  with  benefit. 

The  anterior  portion  of  the  choroid  may  be  affected  in- 
dependently of  iritis,  or  the  latter  may  be  followed  by  an 
attack  of  choroiditis.  The  principal  symptom  is  diffuse 
cloudiness  of  the  vitreous  humour,  sometimes  to  such  an 
extent  that  vision  is  all  but  lost.  The  haziness  is  probably 
situated  in  the  anterior  part  of  the  vitreous.  The  pupil 
is  dilated  and  there  may  be  a  painful  sensation  of  tension 
in  the  eye,  but  there  are  no  other  very  marked  symptoms. 
The  treatment  is  the  same  as  that  of  iritis.  Under  the 
influence  of  mercury,  the  haziness  clears  up  and  power  of 
vision  is  rapidly  restored. 

When  the  inflammation  mainly  affects  the  postei'ior 
portion  of  the  choroid,  the  condition  has  been  termed 
choroiditis  exudativa,  though  opinions  differ  as  to  whether 
there  is  any  exudation  present,  or  whether  the  symptoms 
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are  due  to  hyperaemia  with  subsequent  atrophy,  or  to  the 
latter  change  with  or  without  new  pigment-formation. 
The  appearances  visible  on  direct  and  ophthalmoscopic 
examination  are  somewhat  variable.  Four  different  forms 
have  been  described.  1.  Superficial  red  or  yellowish 
spots,  occupying  the  periphery  of  the  visible  portion,  and 
soon  becoming  atrophied  and  converted  into  shining  white 
spots,  or  more  or  less  surrounded  by  a  circle  of  pigment. 
2.  More  extensive,  sharply  defined  spots  occupying  the 
centre  of  the  fundus  of  the  eye,  bluish  white  or  yellowish 
in  colour,  and  causing  great  diminution  of  the  po^er  of 
vision.  3.  A  more  diffuse  exudation  in  the  fundus,  espe- 
cially over  the  macula  lutea,  but  extending  towards  the 
periphery,  of  a  brilliant  white  colour,  and  causing  almost 
total  blindness.  This  form  has  been  supposed  to  be  espe- 
cially characteristic  of  syphilis.  4.  Uniform  atrophy  of 
the  choroid,  extending  over  a  greater  or  less  extent  of  the 
fundus  of  the  eye  and  advancing  concentrically  towards 
the  centre  of  the  retina,  and  accompanied  by  the  forma- 
tion of  irregular  masses  of  pigment.  In  all  these  forms 
there  is  usually  more  or  less  extensive  and  complete  atrophy 
of  the  superficial  pigment,  or  in  consequence  of  inflamma- 
tory metamorphosis,  the  cells  coalesce  and  form  black 
patches  or  flakes.  These  latter,  associated  with  super- 
ficial atrophy  of  the  pigment  cells,  are  sometimes  the  only 
pathological  appearance. 

Haziness  of  the  vitreous  humour  is  the  most  frequent 
appearance  in  all  forms  of  choroiditis.  The  haziness  is 
seldom  diffuse,  but  appears  to  be  due  to  the  presence  of 
flakes  or  shreds  or  patches  of  a  greyish  or  white  tint. 
Sometimes  these  are  fixed,  and  sometimes  they  appear  to 
float  freely  about. 

The  course  of  syphilitic  choroiditis  is  usually  chronic ; 
it  may  last  for  some  months,  improvements  alternating 
with  aggravations  of  the  symptoms.  In  unfavorable 
cases  the  morbid  process  extends  to  the  retina  and  optic 
nerve,  or  cataract  may  become  developed.  The  inognosis 
under  suitable   treatment   is,  however,  favorable.  The 
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most  unfavorable  cases  are  those  in  wliicli  there  is  con- 
siderable exudation  in  the  fundus  oculi,  in  the  neighbour- 
hood of  the  macula  lutea.  The  retina  is  apt  to  become 
involved.  Mercury  is  the  remedy  to  be  relied  upon. 
Under  its  use  the  vitreous  humour  regains  its  transparency 
and  the  flakes  and  patches  become  absorbed.  The 
patient  must  of  course  be  kept  in  a  darkened  room  and 
strictly  prohibited  from  using  the  eye. 

6.  Syphilitic  Retinitis  is  a  much  less  frequent  affec- 
tion than  syphilitic  iritis,  and  occurs  in  a  later  stage  of  the 
constitutional  affection.  Statistics  show  that  it  is  found  in 
from  3  to  4  per  1000  of  all  cases  of  syphilis.  It  is  gene- 
rally associated  with  changes  in  the  choroid  and  opacities 
in  the  vitreous  humour.  The  changes  in  the  retina  itself 
are  less  distinctly  marked.  Gummatous  formations  have 
not  as  yet  been  recognised,  except  in  one  or  two  cases,  in 
which  they  appeared  to  have  spread  from  the  choroid. 

Symptoms. — On  ophthalmoscopic  examination  the  fundus 
oculi  is  found  to  be  covered  with  a  more  or  less  dense  veil 
of  opacity,  apparently  due  to  the  aggregation  of  very 
minute  dust-like  particles.  The  opacity  is  generally  slight, 
of  a  light  grey  colour,  and  distributed  uniformly  in  the 
posterior,  central,  and  lower  portions  of  the  vitreous  body, 
but  sometimes  there  are  more  or  less  distinct  flakes.  The 
margin  of  the  optic  papilla  is  not  usually  obscured,  but  is 
for  the  most  part  discernible  behind  the  opacity.  There 
is  no  apparent  congestion  of  the  vessels ;  on  the  other 
hand,  the  arteries  are  less  marked  than  usual,  and  signs  of 
haemorrhagic  extravasation  are  very  rare.  It  sometimes 
happens  that  opaque  streaks  extend  from  the  central 
opacity  and  float  in  various  directions  in  the  vitreous 
humour.  Other  streaks  take  the  course  of  the  retinal 
vessels.  The  opacity  is  sometimes  sharply  defined,  bat  it 
generally  shades  off  gradually  into  the  normal  clearness. 
Both  eyes  are  usually  affected,  though  not  at  precisely  the 
same  time. 

Vision  is  impaired  in  various  degrees  ;  it  is  sometimes 
reduced  to  4,  and  sometimes  as  low  as  to  ,'g  or  even 


214 


SYPHILIS  AND  PSEUDO-SYPHILIS 


755  (even  when  the  ophthalmoscopic  appearances  are  not 
very  marked),  and  rapid  alterations  occur  in  this  respect. 
Considerable  impairment  is  due  to  the  existence  of  defects  in 
the  centre  of  the  field  of  vision.  Another  and  very  constant 
symptom  is  hemeralopia  ;  vision  is  much  impaired  when  the 
supply  of  light  is  reduced.  The  patient  finds  himself  unable 
to  recognise  the  outlines  of  an  object  unless  in  full  illumina- 
tion, and  is  for  all  practical  purposes  blind  on  dull  even- 
ings. Specks  of  light  before  the  eyes  are  sometimes 
complained  of,  and  external  objects  often  appear  changed 
in  form  and  size.  Iritis  occasionally  coexists  as  a  com- 
plication. 

The  symptoms  may  remain  without  marked  alterations 
for  a  considerable  time  ;  under  suitable  treatment  they 
disappear  more  or  less  rapidly  and  completely.  Relapses 
are,  however,  generally  observed,  and  a  recurrence  of  these 
will  probably  result  in  atrophy  of  the  retina  and  loss  of 
vision. 

Some  observers  deny  the  existence  of  a  syphilitic  reti- 
nitis, and  refer  the  symptoms  to  inflammation  of  the  choroid. 
It  would  seem,  however,  that  the  appearances  of  this  latter 
affection  are  of  a  somewhat  different  character  ;  that  the 
opacity  is  not  seen  to  extend  itself  along  the  course  of  the 
vessels,  and  that  iritis  is  a  much  more  frequent  complica- 
tion of  choroiditis  than  of  retinitis. 

The  treatment  consists  in  the  administration  of  mercury ; 
and  if  no  good  effect  be  produced,  iodide  of  potassium 
may  be  tidied.  The  patient  must  be  forbidden  to  use 
the  eye  ;  he  should  be  kept  in  a  darkened  room,  and  wear 
dark  spectacles  or  a  shade. 

Other  forms  of  retinitis  have  been  described  as  due  to 
syphilis.  One  of  them,  termed  by  Graefe  "  central  relapsing 
retinitis,"  is  characterised  by  the  sudden  appearance  of 
cloudiness  or  of  minute  opaque  whitish  spots,  over  and 
about  the  macula  lutea.  These  soon  disappear,  and  then 
recur  in  the  course  of  a  few  weeks,  and  such  alternations 
may  take  place  twenty,  thirty,  or  more  times.  The  impair- 
ment of  vision  is  considerable  and  may  become  permanent ; 


AFFECTIONS   OF   THE  EYE 


215 


recovery,  however,  is  the  rule  under  mercurial  treatment. 
The  complaint  occurs,  though  not  at  the  same  time,  in  both 
ejes,  and,  as  it  would  appear,  only  in  very  advanced  stages 
of  syphilis. 

Eetinitis  pigmentosa  (pigmentary  degeneration  of  the 
retina)  has  been  regarded  as  due  to  syphilitic  infection ; 
but  it  is  not  improbable  that  the  changes  described  as 
those  of  pigmentary  retinitis,  are  really  due  to  severe 
choroiditis,  ending  in  proliferation  and  irregular  deposit  of 
pigment. 

The  affections  of  the  eye  due  to  syphilitic  lesions 
external  to  the  eyeball  remain  now  to  be  described. 
These  extraocular  lesions  may  be  divided  into  three  classes  : 
1.  Grummatous  growths  in  any  portion  of  the  brain  or  its 
membranes.  2.  Gummatous  growths  at  the  base  of  the 
skull  involving  the  optic  tract,  commissure,  or  nerves.  3. 
Independent  syphilitic  inflammation  of  the  intracranial 
portion  of  the  optic  nerve.  The  morbid  appearances  visible 
within  the  eye  are  swelling  of  the  optic  papilla,  or  optic 
neuritis,  and  atrophy  of  the  optic  nerve. 

7.  Optic  Neuritis. — This  is  a  frequent  accompaniment 
of  cerebral  tumours,  and  especially  of  gummatous  growths 
situated  at  the  base  of  the  brain,  and  involving  the  optic 
tract,  the  commissure,  or  the  optic  nerves  themselves. 
There  is,  however,  nothing  characteristic  of  syphilis  in  the 
ophthalmoscopic  appearances,  which  consist  mainly  of  swell- 
ing and  prominence  of  the  optic  papilla,  with  more  or  less 
tortuosity  of  the  central  vein.  The  condition  has  been 
supposed  to  be  due  to  oedema  of  the  connective  tissue 
which  unites  the  nerve-fibres,  and  it  may  exist  in  a  very 
pronounced  degree  without  affecting  vision ;  but  its  pres- 
ence in  any  given  case  is  strongly  indicative  of  a  cerebral 
tumour,  probably  of  a  syphilitic  nature.  In  all  cases  of 
suspected  cerebral  syphilis  the  eyes  should  be  very  care- 
fully examined.  The  existence  of  optic  neuritis  will 
supply  an  important  indication  for  treatment,  which  con- 
sists in  the  careful  and   persistent   administration  of 
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mercury.  Relapses  may  be  expected  to  occur,  and  atrophy 
of  tlie  optic  nerve  is  a  not  unfrequent  result  in  cases  in 
whicli  the  other  cerebral  symptoms  disapjDear,  or  remain  in 
abeyance  for  some  time. 

The  intracranial  portion  of  the  optic  nerve  is  sometimes 
tlie  seat  of  syphilitic  inflammation.    The  symptoms  and 
ophthalmoscopic  appearances  are  those  of  optic  retinitis, 
viz.  swelling  of  the  optic  papilla,  contraction  of  the  field 
of  vision,  and  diminished  visual  power.    In  a  few  fatal 
cases  that  have  been  placed  on  record,  the  post-mortem 
examination  showed  considerable  thickening  of  the  optic 
nerve,  extending  from  the  optic  foramen  to  the  commis- 
sure.    This  swelling  was  due  to  the  presence  of  an  immense 
number  of  small  round  and  oval  cells,  deposited  between 
the  fasciculi,  many  of  them  being  in  a  state  of  fatty  degen- 
eration.   In  other  cases  the  nerve  has  been  found  reduced 
to  a  pulpy  mass  consisting  of  th.e  remains  of  nerve -fibres, 
granules,  lymphoid  cells,  and  amyloid  bodies.  Induration 
of  the  nerve  has  been  also  found.     It  is  evident  that  these 
different  conditions  will  induce  very  varying  kinds  and 
degrees  of  visual  disorders. 

A  marked  case  of  syphilitic  lesion  of  the  optic  nerves 
was  recently  under  my  care.  The  patient  had  contracted 
syphilis  when  twenty-one  years  of  age.  Six  weeks  after 
infection  roseola  appeared  and  at  the  same  time  several 
large  riipial  spots  were  developed  on  the  chest,  arms,  and 
legs.  He  was  treated  by  the  late  Mr  Skey  with  bis 
favourite  remedies,  viz.  the  iodide  of  potassium  and  bark. 
The  rupia  soon  disappeared,  but  the  roseola  remained  for 
some  time,  and  then  slowly  subsided.  For  twenty  years 
afterwards  the  patient  remained  quite  free  from  any  further 
symptoms.  Three  years  after  the  infection  he  married, 
and  had  eight  perfectly  healthy  children.  He  spent  most 
of  his  time  in  the  country,  leading  a  healthy,  temperate 
life.  At  the  end  of  the  twenty  years,  whilst  on  board 
ship,  he  was  suddenly  seized  with  diplopia.  He  consulted 
an  oculist  abroad  who  prescribed  galvanism.  On  his 
return  to  England  he  came  to  me  complaining  of  a  nasty 
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taste  in  his  moutli.  I  found  a  large  ulcer^  presumably 
sypliiliticj  at  the  upper  part  of  the  posterior  wall  of  the 
pharynx.  He  mentioned  his  eye-affection  and  I  took  him 
to  the  late  Mr  Critchett,  who  found  considerable  impair- 
ment of  visual  power,  and  diminution  of  the  field  of  vision. 
Mercury  and  iodide  of  potassium  were  administered  for 
three  months,  but  without  avail,  and  many  leading  ophthal- 
mologists were  consulted.  Mr  Critchett  sent  the  patient 
to  Prof.  Bonders,  by  whose  advice  treatment  with  mercury 
and  the  iodide  was  pushed  still  further,  but  the  patient's 
vision  grew  worse  and  worse  and  his  general  condition 
was  much  impaired.  Total  blindness  speedily  supervened, 
and  he  died  within  a  year  from  the  appearance  of  the 
symptoms.  On  post-mortem  examination  the  optic  com- 
missure was  found  to  be  softened,  but  there  was  no 
gummatous  or  other  lesion  in  the  brain. 

8.  Atrophy  of  the  Optic  Nerve  in  syphilitic  cases 

may  be  due  to  gummata  in  the  orbit  or  brain,  or  to  diseases 
of  the  bones  at  the  base  of  the  skull.  As  a  general  rule, 
it  originates  from  the  pressure  of  tumours  or  exostoses 
affecting  some  portion  of  the  nerve.  It  may  become 
developed  in  the  absence  of  any  other  cerebral  symptoms, 
and  it  is  sometimes  associated  with  violent  and  persistent 
headache,  hemiplegia,  and  paralysis  of  the  third  nerve. 
If  these  latter  symptoms  are  present,  the  syphilitic  nature 
of  the  eye-affection  is  strongly  indicated.  It  is  important 
to  determine  the  true  cause  of  the  disease,  inasmuch  as 
atrophy  of  the  optic  nerve  due  to  non- syphilitic  causes 
would  be  made  worse  by  mercurial  treatment.  The 
syphilitic  affection  occurs  in  young  subjects,  in  whom 
atrophy  of  the  optic  nerve  due  to  other  causes  is  very 
rare.  The  symptoms  are :  Contraction  of  the  field  of 
vision  and  much  diminished  visual  power.  The  optic 
nerve  assumes  a  bluish-white  colour;  the  arteries  are 
small  and  indistinct. 

The  treatment  consists  in  the  careful  administration  of 
mercury,  which  may  be  followed  by  iodide  of  potassium. 
If  neither  of  these  remedies  produces  any  good  result, 
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little  benefit  can  be  expected  from  treatment.  Strychnia 
may,  however,  prove  of  service,  and  should  be  tried  after 
failure  of  the  above-mentioned  remedies. 

9.  Paralysis  of  the  Muscles  of  the  Eye  This  sym- 

ptom  is  sometimes  noticed  in  the  later  stages  of  syphilis; 
the  external  muscles,  the  ciliary  muscle,  and  the  sphincter 
of  the  pupil  being  thus  affected.  These  paralyses  are 
sometimes  associated  with,  optic  neuritis  and  atrophy  of 
the  optic  nerve.  They  are  caused  by  pressure  on  some 
portion  of  the  trunk  of  the  affected  nerve,  and  a;re  seen 
in  cases  of  periostitis  and  gummatous  tumours  of  the 
orbit,  in  exostoses  involving  the  optic  foramen  or  the 
sella  turcica  of  the  sphenoid,  and  in  cases  of  gummatous 
tumours  at  the  base  of  the  brain. 

The  symptoms  vary  according  to  the  seat  of  the  lesion 
and  the  nerve  or  nerves  implicated.  When  one  or  more 
of  the  ocular  muscles  are  paralysed,  double  vision  is  a 
marked  symptom.  When  the  paralysis  attacks  the  third 
nerve  which  supplies  the  levator  palpebrae,  the  sphincter 
of  the  pupil,  the  ciliary  muscle,  and  all  the  external  muscles 
of  the  eye,  excepting  the  external  rectus  and  the  superior 
oblique,  the  upper  lid  falls,  the  pupil  is  dilated,  and  the 
eye  looks  outward.  When  th.e  sixth,  nerve  is  attacked 
the  eye  is  turned  inwards,  and  there  is  double  vision  of 
all  objects  on  the  outer  but  not  on  the  inner  side.  Some- 
times separate  branches  of  the  third  nerve  are  paralysed, 
and  all  these  paralyses  are  not  unfrequently  accompanied 
by  retinitis,  choroiditis,  and  iritis,  and  when  the  cause  of 
the  paralysis  is  a  tumour  in  the  orbit,  by  exophthalmus. 
The  coexistence  of  any  of  these  symptoms  is  strongly 
indicative  of  a  syphilitic  origin.  Either  one  or  both  eyes 
may  be  affected.  The  presence  of  optic  neuritis,  or  of 
atrophy  of  the  optic  nerve,  points  to  the  existence  of  an 
intracranial  lesion. 

Treatment. — As  for  the  lesions  previously  described, 
mercury  and  iodide  of  potassium  are  the  remedies  to  be 
relied  upon.  The  latter  must  be  given  in  full  doses  if 
there  be  evidences  of  periostitis  of  the  orbit.    If  tho 
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symptoms  point  to  intracranial  disease,  e.  g.  gummatous 
tumour  of  the  brain,  a  prolonged  mercurial  course  is 
especially  indicated.  Experience  lias  sliown  that  even 
very  severe  structural  changes  may  be  repaired  under 
proper  treatment.  Further  details  on  this  subject  will  be 
found  in  the  chapter  on  syphilitic  affections  of  the  nervous 
system. 

There  remain  for  notice  a  few  symptoms  connected 
with  the  eyes,  and  dependent  upon  syphilitic  cerebral 
lesions,  but  in  which  there  are  no  marked  ophthalmoscopic 
appearances.  Amblyopia  and  even  amaurosis  sometimes 
occur  in  cases  of  cerebral  syphilis,  in  which  nothing  par- 
ticularly abnormal  is  seen  in  the  fundus  of  the  eye.  In 
these  instances  it  may  be  supposed  that  the  symptoms  are 
due  to  ischasmia,  the  result  of  syphilitic  disease  of  the 
vessels  of  the  anterior  part  of  the  brain.  The  calibre  of 
these  vessels  being  reduced,  the  nutrition  of  the  optic 
nerve  is  injuriously  affected,  and  its  functional  capacity 
is  considerably  impaired.  The  symptoms  are  for  the  most 
part  transitory,  and  relapses  alternating  with  improvements 
are  often  noticed.  The  amblyopia  sometimes  takes  the 
form  of  hemianopia.  It  must  not,  however,  be  inferred 
that  all  cases  of  syphilitic  amaurosis  without  ophthalmo- 
scopic signs  are  due  merely  to  ischaemia.  Such  signs  may 
be  very  slight,  if  not  altogether  wanting,  in  cases  of  total 
blindness,  the  result  of  gummatous  tumours  affecting  the 
commissure  of  the  optic  nerves,  or  due  to  intracranial 
neuritis. 
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CHAPTEE  XIX 

SYPHILITIC   AFFECTIONS  OP  THE  EAR 

The  manifestations  of  syphilis  can  sometimes  be  ob- 
served in  tbe  organ  of  hearing,  and  each  of  its  three  divi- 
sions is  liable  to  be  affected.  Primary  syphilitic  ulcers 
are  not  unfrequently  seen  on  the  external  ear,  the  virus 
having  been  communicated  from  the  tongue  or  lips  of  a 
person  suffering  from  primary  or  secondary  lesions  of  these 
parts.  The  external  ear  is  likewise  occasionally  the  seat 
of  various  secondary  eruptions,  differing,  however,  in  no 
respect  from  those  appearing  elsewhere.  Mucous  patches, 
sometimes  with  soft  and  fungous  granulations,  are 
occasionally  found  in  the  external  meatus,  and  covering 
the  membrana  tympani.  These  cause  deafness  and  are 
the  source  of  more  or  less  discharge.  When  persons  suf- 
fering from  perforation  of  the  membrana  tympani  contract 
syphilis,  it  has  sometimes  been  noticed  that  the  purulent 
discharge  from  the  ear,  impregnated  with  the  syphilitic 
virus,  has  caused  the  development  of  mucous  papules. 
Ulcerations  due  to  syphilis  have  also  been  observed  ;  some 
at  or  near  the  entrance  to  the  meatus ;  others  more  deeply 
seated,  and  sometimes  involving  the  membrana  tympani 
and  causing  perforation  of  that  structure.  Exostoses  of 
the  bony  canal  are  occasionally  seen  in  syphilitic  patients  ; 
their  growth  is  very  slow,  and  they  do  not  cause  pain ; 
but  they  obstruct  the  canal  to  a  greater  or  less  extent. 
Gummatous  growths  are  of  rare  occurrence  in  the  struc- 
tures of  the  external  ear. 

The  tympanum,  or  middle  ear,  is  the  part  of  the  organ 
most  frequently  affected,  owing  to  the  extension  of  syphi- 
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litic  lesions  from  the  tliroat  and  nose.  The  membrana 
tympani  and  the  mucous  membrane  liiiiug  the  cavity 
become  infiltrated  and  thicken edj  the  ossicles  are  more  or 
less  changed,  and  eventually  the  membrane  may  become 
perforated  by  ulceration,  the  result  of  inflammation  of  the 
tympanic  cavity.  When  this  is  the  case,  all  the  struc- 
tures are  more  or  less  disintegrated  and  purulent  discharge 
escapes  from  the  ear. 

The  most  prominent  symptoms  are  tinnitus  aurium, 
deafness,  and  severe  deep-seated  pain,  the  latter  being 
much  aggravated  at  night,  and  not  subsiding  even  after 
perforation  of  the  membrana  tympani.  The  pain  some- 
times extends  to  the  mastoid  process  and  temple,  and  it 
sometimes  happens  that  the  inflammation  spreads  from 
the  mastoid  cells  to  the  periosteum  covering  the  mas- 
toid process.  If  the  morbid  process  be  confined  to 
the  Eustachian  tube,  the  ordinary  symptoms,  of  which 
deafness  is  the  most  prominent,  will  be  noticed.  Besides 
being  extensively  ulcerated,  the  mouth  of  the  Eusta- 
chian tube  may  be  blocked  up  by  infiltration  or  warty 
excrescences  ;  and  obstruction,  either  partial  or  com- 
plete, is  sometimes  due  to  the  contraction  of  cicatrices 
the  result  of  ulceration.  When  the  inflammation  is  very 
severe,  the  structures  of  the  labyrinth  are  also  liable  to 
become  affected ;  extravasation  of  blood  may  take  place 
resulting  in  sudden  deafness  of  an  incurable  character. 
In  cerebral  syphilis  subjective  symptoms  connected  with 
the  organ  of  hearing  are  occasionally  present.  Deafness 
sometimes  results  from  intracranial  syphilitic  lesions  ;  a 
gummatous  tumour,  for  instance,  in  the  middle  fossa  of 
the  base  of  the  skull,  has  been  known  to  compress  the 
auditory  nerve  and  destroy  its  function.  It  is  doubtful 
whether  the  nerve  itself  is  ever  inflamed  as  a  consequence 
of  syphilis,  but  its  function  is  liable  to  become  impaired 
during  the  course  of  the  disease.  With  regard  to  deaf- 
ness as  a  symptom  of  syphilitic  lesions  of  the  ear,  this 
sometimes  affects  both  sides,  but  it  is  more  frequently 
unilateral,  especially  when  it  depends  upon  disease  in  the 
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pharyns.  It  is  an  eai'ly  symptom  when  the  tympanum  is 
the  seat  of  disease.  Mr.  Dalby  has  observed  that  during 
the  development  of  secondary  symptoms  patients  often 
become  deaf  ^  without  any  disease  of  the  external  or  middle 
ear,  and  recover  their  hearing  under  constitutional  treat- 
ment. In  such  cases,  the  loss  of  hearing  is  symmetrical, 
and  vibrations  through  the  cranial  bones  are  either  not 
heard  at  all  or  heard  imperfectly.  Not  long  ago  a  patient 
thus  affected  was  sent  to  me  by  Mr.  Dalby  who  suspected 
syphilis  to  be  the  cause  of  the  symptoms.  I  was  able  to 
confirm  this  suspicion,  and  the  patient  completely  recovered 
his  hearing  after  a  course  of  an ti- syphilitic  treatment. 
Affections  of  the  ear  occurring  in  the  course  of  hereditary 
syphilis  will  be  described  in  a  subsequent  chapter. 

The  diagnosis  of  these  affections  is  to  be  formed  not 
from  the  symptoms  alone,  but  from  the  history  of  the  case 
and  the  concomitant  manifestations.  Some  other  definite 
lesion  or  traces  of  syphilis  are  almost  certain  to  coexist. 
The  prognosis  varies  according  to  the  seat  and  extent  of 
the  mischief.  Affections  of  the  external  ear  generally 
subside  under  appropriate  treatment.  Affections  of  the 
middle  and  internal  ear  are  of  very  serious  import ;  hear- 
ing is  generally  lost  or  very  much  impaired. 

The  treatment  of  these  affections  must  be  conducted  on 
general  principles,  regard  being  paid  to  the  cause. 
Mucous  papules  may  be  brushed  over  with  a  mixture  of 
calomel  and  oxide  of  zinc.  Lesions  of  the  throat  must 
be  treated  as  described  in  the  chapter  on  those  affections. 
For  lesions  of  the  middle  ear,  leeches,  fomentations, 
counter-irritation,  and  iodide  of  potassium  internally  will 
probably  be  required,  and  likewise  morphia  to  relieve  the 
pain. 
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CHAPTER  XX 

SYPHILITIC  AFFECTIONS   OF  THE  NERVOUS  SYSTEM 

The  connection  between  syphilis  and  many  disorders  of 
the  nervous  system  has  been  recognised  for  a  considerable 
period,  but  it  is  only  in  modern  times  that  the  nature 
of  the  lesions  has  been  satisfactorily  demonstrated. 
Syphilis  has  been  clearly  shown  to  affect  the  nervous 
system  in  three  different  ways.  In  the  first  place,  it 
affects  the  bones  of  the  skull  and  the  membranes  of  the 
brain,  producing  exostoses,  thickenings,  and  gummatous 
deposits,  which,  according  to  their  position  and  extent, 
more  or  less  interfere  with,  or  damage,  portions  of  the 
brain  itself  or  nerves  proceeding  from  it.  Secondly, 
syphilis  gives  rise  to  thickening  and  occlusion  of  the 
vessels  which  supply  the  brain  with  blood,  and  conse- 
quently to  disturbance  of  nutrition  of  the  nervous  sub- 
stance, and  to  further  serious  changes.  Thirdly,  the  most 
characteristic  lesions  of  syphilis,  viz.  gummata,  are  found 
in  the  brain,  where  they  give  rise  to  symptoms  of  various 
kinds,  but  generally  of  a  marked  character. 

Not  only  the  brain  but  the  spinal  cord  is  the  occa- 
sional seat  of  syphilitic  lesions.  These  consist,  for  the 
most  part,  of  chronic  inflammatory  changes  in  the  bones 
of  the  spinal  column,  in  the  membranes  and  in  the  sub- 
stance of  the  cord  itself.  The  peripheral  nerves  are  like- 
wise affected,  generally  by  the  pressure  of  gummatous 
tumours  or  exostoses.  Examples  of  this  kind  are  seen  in 
the  orbit,  and  have  been  already  referred  to  (see  p.  217)» 

With  regard  to  the  stage  of  the  disease  with  which 
nervous  disorders  are  most  commonly  associated,  it  was 
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formerly  believed  that  these  latter  invariably  occurred  at 
a  late  period,  and  they  were  therefore  classified  among  the 
so-called  "tei-tiary^^  symptoms.  Careful  and  extended 
investigations  have,  however,  clearly  shown  that  disorders 
of  the  nervous  system  may  occur  at  a  very  early  period 
of  constitutional  syphilis,  and  at  any  subsequent  time. 
Cases  occur  during  the  first  year  after  infection,  and  a  few 
instances  have  been  placed  on  record  in  which  the  interval 
was  less  than  six  months. 

In  these  latter,  the  symptoms  are  for  the  most  part  due 
to  syphilitic  lesions  of  the  cerebral  arteries  rather  than  to 
gummatous  or  bony  new  formations.  Allusion  has  already 
been  made  (see  page  26)  to  the  frequency,  observed  by 
the  author,  with  which  early  rupial  ulceration  is  followed 
by  the  speedy  development  of  cerebral  symptoms.  It 
appears  likely  that  the  syphilitic  virus  'per  se  can  produce 
nervous  diseases,  but  it  is  probable  that  in  many  cases 
other  causes  cooperate,  and  may,  so  to  speak,  give 
a  direction  to  the  action  of  the  poison.  Among  these 
may  be  mentioned,  excesses,  sexual  and  otherwise,  abuse 
of  alcohol,  oft-repeated  mental  and  bodily  over-exertion, 
exposure  to  cold,  and  other  injurious  influences,  and  here- 
ditary predisposition  to  nervous  disorders. 

The  peculiar  liability  of  the  cranial  bones  to  be  attacked 
by  syphilitic  inflammation  has  been  alluded  to  in  a  pre- 
vious chapter,  and  it  often  happens  that  the  development 
of  these  lesions  produces  more  or  less  serious  disturbance 
of  the  functions  of  the  brain,  as  a  result  of  pressure  on 
some  portion  of  its  surface  or  on  the  nerves  proceeding 
from  it.  Thus,  exostoses  close  to  the  stylo-mastoid  fora- 
men, and  in  the  internal  auditory  meatus,  may  cause  para- 
lysis of  the  facial  and  auditory  nerves  respectively,  and  in 
like  manner  a  similar  growth  on  the  body  of  the  sphenoid 
may  so  compress  the  optic  commissure  as  to  produce  total 
blindness.  With  regard  also  to  the  cerebrum  itself, 
numerous  cases  have  occurred  in  which  exostoses  of  the 
vitreous  table  of  the  skull,  and  thickenings  of  the  dura 
mater,  have  induced  marked  cerebral  symptoms,  such  as 
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intense  headache,  obstinate  vomiting,  giddiness,  tremors, 
loss  of  sensation,  hemiplegia,  and  convulsions  of  an  epilep- 
tiform character.  Other  affections  of  the  hones,  of  a  more 
acute  and  destructive  kind,  such  as  suppurative  periostitis, 
necrosis,  &c.,  may  give  rise  to  similar  symptoms,  and  like- 
■wise  to  those  of  meningitis  and  cerebral  abscess.  Owing 
to  this  obvious  dependence  of  many  nervous  affections  upon 
syphilitic  lesions  of  the  bones,  the  earlier  authors  believed 
that  the  latter  were  the  exclusive  cause  of  the  former,  which 
they  regarded  as  always  associated  with  the  tertiary  stages 
of  the  disease.  More  careful  observations,  however,  demon- 
strated the  fact,  already  referred  to,  that  nervous  affections 
occur  also  in  the  early  stages  of  syphilis,  and  in  patients 
who  show  no  signs  of  any  bony  lesion.  There  seems  little 
doubt  that  the  membranes  of  the  brain  may  be  affected  at 
an  early  stage,  and  quite  independently  of  any  change  in 
the  bones.  Paralyses  of  various  kinds  have  been  observed 
to  occur  with  the  earliest  symptoms  of  constitutional 
syphilis,  and  to  subside  rapidly  under  anti-syphilitic  treat- 
ment. The  paralysis  may  implicate  certain  Uerve-truuks, 
or  one  or  more  limbs,  motion  being  more  affected  than 
sensation.  Mental  disorder  is  not  very  uncommon,  but 
the  nerves  of  special  sense  are  rarely  affected.  In  some 
cases  the  symptoms  supervene  very  rapidly ;  headache  is 
usually  complained  of,  and  this  may  be  followed  by  such 
symptoms  as  hemiplegia,  associated  with  rigidity  of  the 
arm  and  leg,  aphasia,  paralysis  of  the  motor  oculi  and 
other  cranial  nerves,  loss  of  power  over  the  sphincter  ani, 
retention  of  urine,  &c.  The  violence  of  the  attack  distin- 
guishes these  symptoms  from  those  which  are  apt  to  occur 
in  the  later  stages  of  syphilis. 

With  regard  to  the  pathological  condition  to  which  those 
symptoms  are  due,  it  may  be  assumed  that  it  consists  in 
more  or  less  acute  inflammation  of  the  pia  mater  and 
arachnoid,  or  in  certain  vascular  changes,  to  be  presently 
described.  The  early  syphilitic  eruptions  develop  them- 
selves with  great  rapidity,  and  the  same  peculiarity  is 
observable  in  the  setting-in  of  syphilitic  iritis  ;  and  it  may 
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be  supposed  tliat  the  pia  mater,  in  the  cases  under  discus- 
sion, is  the  seat  of  inflammatory  changes  attended  with 
the  formation  of  deposits  and  adhesions.  Thickenings  of 
the  membranes  at  the  base  of  the  brain  have  been 
observed  in  fatal  cases  of  early  cerebral  disease,  the  result 
of  syphilis.  In  a  case  of  chronic  meningitis,  the  symptoms 
of  which,  viz.  hemiplegia  and  marked  imbecility,  appeared 
six  months  after  infection,  the  pia  mater  was  found  to  be 
strongly  adherent  to  the  convolutions  over  the  entire  sur- 
face of  the  brain,  while  the  arachnoid  over  the  convexity 
of  the  hemispheres  was  considerably  thickened,  and  ahnost 
of  the  consistence  of  felt. 

Circumscribed  inflammation  of  the  pia  mater  would 
appear  also  to  be  the  pathological  condition  to  which 
syphilitic  epilepsy  is  generally  due.  Irritation  of  the  cor- 
tical substance  of  the  brain  is  caused  by  the  adhesions  of 
the  membranes,  and  the  pressure  exercised  by  the 
thickened  portions.  The  same  morbid  conditions  may 
likewise  give  rise  to  symptoms  resembling  in  some  respects 
progressive  paralysis  of  the  insane.  Small  nodular 
growths,  some  confluent,  others  isolated,  are  sometimes 
found  in  the  pia  mater  and  arachnoid. 

In  the  second  class  of  lesions  by  which  syphilis  mani- 
fests itself  in  the  brain,  the  vessels,  and  especially  the 
small  arteries,  are  the  structures  which  are  principally 
implicated.  Syphilitic  lesions  of  the  cerebral  arteries  may 
be  caused  by  the  development  of  gummatous  growths,  or 
they  may  exist  independently.  In  either  case  the  arteritis 
is  followed  by  inflammation  and  softening  of  the  cerebral 
substance. 

Syphilitic  arteritis  has  been  carefully  studied  and 
described  by  Hcubner  and  Cornil,  and  the  process  may  be 
stated  to  be  as  follows  : — The  first  step  is  the  new  for- 
mation of  endothelial  cells  on  the  internal  surface  of  the 
artery.  The  deposit  takes  place  in  layers,  and  fills  up 
the  openings  or  depressions  in  the  fenestrated  membrane 
so  that  the  surface  of  the  artery  becomes  smooth  and 
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regular.  The  layer  of  newly  formed  cells  separates 
the  fenestrated  membrane  from  the  endothelium.  The 
coats  of  the  artery  being  thus  increased  in  thick- 
nessj  its  calibre  is  reduced  and  its  elasticity  and 
dilatability  are  more  or  less  diminished.  As  the  process 
goes  on^  the  endothelial  layer  is  raised  at  one  or  more 
points  by  the  deposit^  and  projects  into  the  vesselj  thus 
still  further  reducing  its  calibre  and  favouring  the  deve- 
lopment of  a  thrombosis.  This  last  peculiarity  of  the 
appearances,  the  projection  of  the  endothelium,  is  believed 
to  be  characteristic  of  syphilitic  arteritis.  The  change 
often  occurs  with  considerable  rapidity  ;  the  calibre  of  the 
affected  vessels  is  much  diminished  and  sometimes  quite 
obliterated,  the  arteries  being  converted  into  fibrous  cords. 
The  rapidity  of  the  process  and  the  fact  that  the  smaller 
arteries  are  especially  implicated  distinguish  it  from  athe- 
roma. Other  differences  and  the  relations  of  the  process 
to  aneurism  have  been  discussed  in  the  chapter  on 
syphilitic  affections  of  the  organs  of  the  circulation.  The 
changes  in  the  brain-substance  directly  referable  to  the 
disease  of  the  arteries,  consist  of  softening  and  disinte- 
gration in  patches  of  the  parts  supplied  by  the  branches 
of  the  vessel.  Distinct  occlusion  of  the  arteries  can  some- 
times be  detected,  but  when  the  softening"  is  considerable, 
the  coagula  may  not  be  recognisable.  The  posterior  cere- 
bral artery  and  its  branches  would  appear  to  be  most  fre- 
quently affected. 

Even  more  characteristic  lesions  than  those  just 
described  are  not  unfrequently  found  in  the  brain,  in  the 
form  of  gummatous  nodules.  Of  these  there  are  two 
varieties,  large  and  small.  The  former  occur  in  various 
portions  of  the  brain,  in  the  cortical  and  medullary  sub- 
stance, in  the  optic  thalamus  and  corpus  striatum,  and 
likewise  in  the  pons  Varolii  and  cerebellum.  In  some 
cases  the  growths  are  comparatively  superficial  and  involve 
certain  of  the  nerves  at  the  base  of  the  brain,  e.g.  the 
optic,  the  third,  the  sixth,  and  the  seventh,  causing  para- 
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lysis  or  disorder  of  function.    The  gummatous  tumours 
are  often  multiple^  and  tliey  vary  much  in  dimensions. 
They  have  been  minutely  described  by  Virchow,  Charcot, 
and  'Cornil.     On  section  the  surface  presents  two  zones ; 
the  outer  one  is  pinkish  and  semi-transparent,  and  occupies 
the  smaller  portion  of  the  growth ;  the  inner  or  central 
portion  is  opaque,  yellow  or  gray,  dry  and  hard.  The 
transition    from    the  normal    brain-substance  into  the 
growth,  and  from  the  periphery  of  the  latter  into  its  cen- 
tral portion  is,  in  both  cases,  gradual.    The  surface  of 
the  tumour  sometimes  projects ;  at  other  times,  owing  to 
atrophy  of  its  centre,  it  is  depressed.    The  growth  itself 
forms  a  consistent  mass,  harder  and  more  solid  than  the 
surrounding  substance.    It  consists  of  nerve-fibres  and  of 
numerous  round  cells,  resembling  granulation- cells,  and 
also  of  a  number  of  stellate  cells  with  long,  rigid  pro- 
longations.    The  blood-vessels  are  covered  by  these  cells, 
but  are  not  obliterated,  as  occurs  in  the  condition  desci'ibed 
in  the  previous  paragraph.     In  the  central  portion  of  the 
growth,  very  few  nerve-fibres  can  be  demonstrated,  and 
the  appearances  are  those  of  caseous  or  of  granular  degene- 
ration.   Fat-crystals  are  also  discoverable.    The  accumu- 
lation of  the  cells  and  the  compression  of  the  vessels  has 
produced  general  atrophy.    It  seems  probable  that  in  the 
brain,  as  in  other  organs,  the  gummata  may  undergo  a 
process  of  softening  and  absorption,  leaving  behind  them 
either  a  cicatrix  or  a  small  cyst  surrounded  by  cerebral 
substance,  more   or  less  softened  and  inflamed.  Such 
conditions,  however,  are  more  generally  due  to  endarteritis. 

The  smaller  gummata  are  situated  in  the  tissue  of  the 
pia  mater,  and  are  generally  to  be  found  in  connection 
with  the  arteries  at  the  ba^e,  and  the  posterior  and 
middle  cerebral  arteries.  They  form  small  grayish-yellow 
nodules,  some  of  them  as  large  as  a  small  bean.  They 
cause  compression  of  the  vessels,  and  more  or  less  pene- 
trate and  mingle  with  the  adjacent  gray  matter.  They 
set  up  chronic  arteritis,  with  all  its  consequences,  viz. 
thickening  of  their  coats,  thrombosis,  and  obliteration  of 
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their  calibre,  and  softening  of  the  cerebral  substance  as  a 
final  result.  Tibrous  thickening  of  the  vessels  is  another 
secondary  change.  It  therefore  appears  that  arteritis' may 
either  be  the  consequence  of  gummatous  formations,  or  may 
be  separately  induced.  In  a  few  cases  gummata  are  found 
in  one  portion  of  the  brain,  while  signs  of  arteritis  exist 
in  another,  the  two  processes  going  on  independently  of 
each  other. 

There  is  seldom  much  difficulty  in  distinguishing  gum- 
matous formations  in  the  brain.  Tubercular  growths  are 
the  only  ones  which  closely  resemble  them.  The  former 
are,  however,  generally  single,  and  more  regular  in  form ; 
they  do  not  send  prolongations  into  the  neighbouring 
cerebral  tissue.  Like  gummata,  they  present  a  cortical 
and  a  medullary  portion,  but  the  latter  is  always  more 
marked  and  extensive  than  the  corresponding  portion  of  a 
gumma,  and  the  circumference  is  sometimes  dotted  over 
'with  minute  miliary  tubercles,  semi-transparent  and  easily 
recognisable.  Complete  obliteration  of  vessels  is  more 
common  in  connection  with  tubercles  than  with  gummata. 
A  tuberculous  growth  is  sometimes  surrounded  by  a  loose 
layer  of  connective  tissue ;  a  gummatous  growth  passes 
gradually  into  the  healthy  brain-substance.  When  the 
post-mortem  appearances  are  of  an  uncertain  character, 
the  clinical  history  of  the  case  will  generally  aid  the 
diagnosis.  Patches  of  sclerosis  more  or  less  resemble 
gummata  in  process  of  transformation,  but  they  are  dis- 
tinguishable therefrom  by  the  fact  that  they  present  no 
differences  between  the  centre  and  circumference,  and  do 
not  undergo  cheesy  metamorphosis.  Gliomata  do  not  form 
circumscribed  tumours;  they  present  a  well-marked  reticu- 
lated appearance.  Their  consistence  varies  from  that  of 
healthy  brain-substance  to  that  of  medullary  cancer.  On 
section  the  cut  surface  usually  shows  a  number  of  vessels. 
The  tissue  is  soft  and  uniform,  and  very  vascular  through- 
out its  substance. 

The  symptoms  of  cerebral  syphilis  are  of  a  very  varied 
character,  and  it  cannot  be  said  that  any  one  of  them  is 
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characteristic  or  patliognomouic  of  tlie  nature  of  the  disease. 
Tlie  peculiar  way,  however,  in  which  certain  symptoms  are 
grouped  together,  their  mode  of  appearance  and  their 
modifications  during  the  course  of  the  disease,  are  often 
strongly  suggestive  of  a  syphilitic  origin,  especially  if  other 
factors  appear  to  be  absent.  If,  however,  a  patient  with 
cerebral  symptoms  exhibits  evidences  of  syphilis,  such  as 
affections  of  the  skin  or  mucous  membrane,  or  of  the  bones 
or  periosteum,  it  will,  in  the  large  majority  of  cases,  be 
safe  to  conclude  that  the  cause  of  the  cerebral  troubles  is 
the  same  with  that  of  the  external  and  therefore  more 
obvious  manifestations.  In  such  cases  the  diagnosis  is 
perfectly  easy,  but  it  sometimes  happens  that  symptoms 
of  cerebral  syphilis  do  not  supervene  until  many  years 
have  elapsed  since  the  primary  lesion.  If  the  secondary 
manifestations  have  been  slight  and  transient,  the  con- 
nection between  the  present  symptoms  and  the  long-for- 
gotten infection  may  be  very  difficult  to  establish.  It  must 
also  be  remembered  that  cerebral  symptoms  due  to  other 
causes  may,  and  not  unfrequently  do,  occur  in  patients 
who  have,  at  some  period  or  other,  suffered  from  syphilis, 
and  it  may  be  difficult,  or  even  impossible,  to  assign  the 
right  value  to  each  factor. 

Again,  in  cases  presumably  of  syphilitic  origin,  other 
causes  may  have  lent  their  aid  in  producing  or  heightening 
the  effects.  Dissolute  habits,  excesses  of  various  kinds, 
especially  in  alcohol,  exposure  to  great  heat  or  cold,  injuries 
to  the  skull  or  peripheral  nerves,  diseases  of  other  organs 
— these  and  similar  causes  may  co-operate  with  syphilis  in 
producing  brain-disease,  may  modify  the  symptoms  and 
may  impart  some  particular  direction  to  the  action  of  the 
virus.  Finally,  some  disease  or  proclivity  to  disease  may 
have  been  latent  in  the  brain,  and  have  been  fanned  into 
a  flame  by  the  irritative  action  of  the  syphilitic  poison. 
All  these  contingencies  must  be  borne  in  mind  when  an 
attempt  is  made  to  establish  a  diagnosis  of  syphilis  in  a 
given  case  of  brain-disorder. 

The  symptoms  met  with  in  cases  of  cerebral  syphilis 
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may  be  arranged  in  three  groups.  The  first  includes  dis- 
orders of  sensibility;  the  second,  disorders  of  motor  power; 
and  the  third,,  various  psychical  disturbances. 

1.  Disorder  of  sensibility  varies  much  in  kind  and 
degree,  from  slight  discomfort  or  uneasiness  to  the  most 
violent  pain,  and  from  slight  loss  of  sensation  to  complete 
anaesthesia  of  various  parts  of  the  body.  Headache  is  the 
most  frequent  symptom  of  increased  sensibility.  It  often 
occurs  at  an  early  stage,  associated  with  or  preceding  the 
eruptions.  At  a  later  period,  it  may  be  due  to  gummata, 
or  to  periostitis  or  ostitis.  It  is  generally  worse  at  night, 
and  is  frequently  accompanied  by  giddiness  and  mental 
confusion.  The  pain  is  at  times  almost  intolerable,  and 
may  be  the  only  symptom  for  a  considerable  period.  If 
relief  be  speedily  afforded  by  the  administration  of  large 
doses  of  iodide  of  potassium,  there  can  be  little  doubt  as 
to  the  cause  of  the  symptom.  If  the  remedy  be  withheld 
and  the  headache  persist,  other  symptoms,  such  as  loss  of 
memory,  especially  for  certain  words,  loss  of  capacity  for 
thought,  general  diminution  of  intellectual  faculty,  con- 
vulsions, and  even  attacks  of  epilepsy,  will  probably  be 
superadded.  Formication  and  numbness  are  sometimes 
complained  of.  Sometimes  there  is  marked  general  hyper- 
sesthesia ;  the  slightest  touch  causes  the  patient  to  wince 
and  scream. 

2.  The  disorders  of  motor  power  are  very  varied  as 
regards  their  seat  and  extent.  Sometimes  they  amount 
to  actual  paralysis  and  sometimes  to  mere  weakness,  and 
there  are  grades  of  many  kinds  between  these  extremes. 
It  often  happens  that  the  first  indication  is  paralysis  of 
one  of  the  nerves  at  the  base  at  the  cranium,  and  the  third 
is  the  nerve  most  frequently  attacked.  The  symptoms  of 
these  paralyses  and  of  those  of  lesions  affecting  the  optic 
nerves  have  been  referred  to  in  a  previous  chapter.  They 
consist  of  external  strabismus,  ptosis,  dilatation  and  immo- 
bility of  the  pupil,  and  diplopia.  Sometimes  the  fourth 
nerve  is  paralysed,  sometimes  the  sixth,  and  the  portio 
dura  gf  the  seventh.    Partial  paralysis  of  an  extremity  is 
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auotlier  symptom.  Sometimes  only  tlie  leg  on  one  side  is 
affected  at  first,  and  the  arm  subsequently  becomes  weak, 
and  then  paralysed.  If  the  paralysis  be  on  the  right  side, 
it  is  generally  accompanied  by  aphasia.  The  hemiplegia 
is  not  sudden,  as  in  cases  of  apoplectic  heemorrhage,  neither 
is  it  attended  with  loss  of  consciousness.  Prolonged 
somnolence,  amounting  to  stupor,  is  often  associated  with 
it.  This  symptom  is  probably  due  to  constriction  of  the 
cerebral  vessels,  as  described  at  the  beginning  of  this 
chapter ;  it  is  often  only  temporaiy,  the  restoration  being 
caused  by  the  establishment  of  collateral  circulation,  or  by 
the  capacity  for  accommodation  to  changes  of  vascular 
tension  possessed  by  the  nervous  system. 

The  aphasia,  which  is  so  frequent  a  symptom  of  cerebral 
syphilis,  presents  various  peculiarities.  The  condition  is 
at  times  intermittent,  presenting  exacerbations,  and  is  often 
attended  with  a  gradual  or  sudden  loss  of  power  of  the 
right  side.  When  aphasia  is  fully  developed,  the  patient 
is  able  to  utter  only  one  or  two  short  words,  or  portions 
of  words,  and  he  is  apt  to  use  these  on  all  occasions. 
Sudden  attacks  of  complete  aphasia  are  sometimes  noticed. 
These  may  pass  off,  and  again  and  again  recur,  until  the 
condition  becomes  permanent.  In  other  cases  the  aphasia 
is  incomplete.  The  patient  omits  words,  syllables,  or 
letters  in  his  speech,  and  the  same  defects  are  observed 
in  his  writing.  In  other  instances,  the  speech  is  slow 
and  delayed,  as  if  thought  had  become  diflficult;  or  certain 
aflBxes  or  prefixes  are  joined  to  each  word  that  the  patient 
utters.  Sentences  are  also  divided  and  broken  in  a  peculiar 
way ;  words  are  wrongly  arranged  and  some  are  left  out. 
Sometimes  the  aphasia  is  due  to  the  fact  that  the  spoken 
or  written  word  is  no  longer  retained  in  the  memory. 
The  idea  exists,  but  the  patient  cannot  find  words  where- 
with to  express  it,  though  he  recognises  them  when  repeated 
to  him.  The  same  defect  is  observed  in  writing;  the  patient 
finds  it  impossible  to  write  some  words,  and  can  write 
others  only  after  they  have  been  shown  to  him.  All  these 
variations  of  aphasia  frequently  coexist  with  right  hemi- 
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plegia,  and  are  supposed  to  be  due  to  lesions  of  tlie  posterior 
part  of  the  third  left  frontal  convolution.  The  lesions 
probably  consist,  in  the  majority  of  cases,  of  changes  in 
the  arteries,  such  as  have  been  already  described.  When 
gummata  are  present,  the  symptoms  are  of  a  more  per- 
manent character,  and  do  not  subside  and  recur.  General 
weakening  of  the  intellect  sometimes  coexists  vfith  and 
complicates  the  aphasia.  The  patient,  in  advanced  cases, 
may  become  almost  or  quite  imbecile,  and  the  peculiarities 
of  his  speech  will  become  changed  in  character  during  the 
development  and  further  progress  of  this  condition. 

Convulsive  symptoms  of  varying  extent  and  severity 
frequently  occur  in  the  course  of  cerebral  syphilis.  Some- 
times there  are  only  a  few  spasmodic  movements  of  certain 
muscles,  while  in  other  cases  there  are  decided  attacks  of 
an  epileptic  nature,  and  characterised  by  spasm  of  the 
facial  muscles,  clonic  convulsions,  and  biting  of  the  tongue. 
Epileptiform  convulsions  constitute  one  of  the  most  fre- 
quent manifestations  of  cerebral  syphilis    they  vary  much 
in  character,  but  are  always  a  sign  of  severe  mischief. 
Their  invasion  is  usually  preceded  by  other  symptoms 
referable  to  the  nervous  system.    These  are  :  prostration 
or  diminution  of  corporeal  and  mental  power;  a  certain 
amount  of  wasting ;   various  dyspeptic  symptoms ;  and 
severe  headache,  first  confined  to  a  small  space  and  after- 
wards extending  over  the  vertex,  and  continuing  for  weeks 
or  months.    The  convulsions  first  appear  in  the  face,  or  in 
one  of  the  upper  extremities,  rarely  in  the  lower  extremities. 
They  are  followed  by  a  state  of  unconsciousness,  usually 
of  brief  duration,  but  succeeded  by  dulness  of  mind  and 
confusion  of  ideas,  and  in  some  cases,  by  difiiculty  of 
speaking.    In  severe  cases  the  convulsions  continue  for 
several  hours,  and  they  may  recur  at  short  intervals  during 
several  days.    Charcot  states  that  the  invasion  of  the  con- 
vulsions is  frequently  announced  by  an  exacei'bation  of  the 
headache,  often  localised  in  a  spot  in  the  right  parietal 
region.    The  pain  becomes  of  a  throbbing  character,  and 
at  the  end  of  some  minutes,  seems  to  spread  over  half  the 
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face  and  ueck  of  the  same  side.    These  premonitory  phe- 
nomena last  for  several  minutes,  and  in  some  cases  the 
patients  have  almost  always  time  to  get  to  bed  and  lie 
down.     Then  the  upper  limb  of  one  side  becomes  much 
flexed  at  the  wrist  and  elbow-joint,  and  at  the  same  time 
pronated;  rhythmical  shocks  are  then  experienced,  the 
arm  is  shaken,  and  the  hand  is  jerked  round  towards  the 
left  shoulder;  at  the  same  time  the  muscles  of  the  same 
side  of  the  face  are  thrown  into  convulsions.     The  lower 
extremity  on  the  same  side  then  becomes  stiff  and  after- 
wards convulsed.     In  some  cases  the  other  half  of  the 
body  exhibits  similar  symptoms.    Loss  of  consciousness 
now  supervenes,  during  which  the  convulsions  continue. 
These  finally  cease,  and,  after  a  period  of  stupor,  the  attack 
passes  off.    In  other  cases,  loss  of  consciousness  is  the 
first  symptom,  or  immediately  follows   the  convulsive 
tremors.    In  cases  in  which  the  lesions  are  of  a  slight 
character,  the  patient  remains  free  from  attacks  during 
intervals  of  greater  or  less  length.    If  the  attacks  fre- 
quently recur,  progressive  extension  of  the  lesion  may  be 
suspected,  and  permanent  and  incurable  hemiplegia  is 
likely  to  supervene.     Optic  neuritis  and  various  mental 
disturbances  often  occur  in  cases  of  syphilitic  epilepsy. 
Charcot  points  out  that,  according  to  a  recent  theory,  the 
gummatous  patches  in  partial  epilepsy  ought  to  be  situated 
on  the  surface  of  the  frontal  or  ascending  parietal  con- 
volutions, or,  at  all  events,  in  their  immediate  neighbour- 
hood. 

The  symptoms  of  motor  paralysis  in  cerebral  syphilis 
vary  much,  in  intensity,  and  as  regards  the  parts  affected. 
The  paralyses  of  the  motor  nerves  of  the  eyeball  have  been 
already  alluded  to.  The  facial  and  the  hypoglossal  are 
sometimes  affected.  Paralyses  of  certain  groups  of  muscles, 
and  even  of  single  muscles,  are  occasionally  observed. 
Sometimes  a  paralysis  of  this  kind  exhibits  a  tendency  to 
spread.  Thus,  for  example,  the  right  arm  may  be  first 
affected,  and  some  weeks  or  months  afterwards,  paraplegia 
may  appear  and  be  followed  by  paralysis  of  the  bladder^ 
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rectum,  left  arm,  and  some  of  tlie  muscles  of  the  neck, 
&c.  The  symptoms  may  closely  resemble  those  of  general 
paralysis  of  tlie  insane,  but  are  distinguishable  from  them 
by  the  following  peculiarities,  according  to  Dr.  W.  Gr. 
Mickle: — 1.  Distinct  history  or  symptoms  of  syphilis. 
2.  Preceding  headache,  nocturnal  and  intense.  3.  Less 
marked  and  persistent  excitement  and  restlessness  than 
in  general  paralysis.  4.  The  frequent  coexistence  of 
paralysis  of  one  or  several  cranial  nerves.  5.  The  greater 
frequency  of  optic  neuritis,  early  amaurosis,  deafness  or 
vertigo.  6.  The  paralysis  of  articulation.  7.  The  occur- 
rence of  meningitis.  8.  The  variety  of  the  sensory  and 
motor  symptoms,  their  capricious  association  and  suc- 
cession, and  by  the  absence  of  the  general  progressive 
muscular  paresis  of  the  other  disease.  9.  By  the  effect 
of  anti-syphilitic  treatment. 

The  fragmentary  and  apparently  capricious  manner  in 
which  th.e  symptoms  appear  is  a  marked  peculiarity  of 
cerebral  syphilis ;  and  this  feature  is  also  observed  as  a 
characteristic  of  the  psychical  disturbances  which  remain 
to  be  described. 

3.  The  psychical  disturbances  vary  from  an  abnormal 
excitement  to  violent  delirium  or  mania,  and  between  these 
two  extremes  there  are  numerous  and  varied  stages.  In 
another  class  of  cases  there  are  various  degrees  and  kinds 
of  mental  debility,  as  regards  the  will,  the  memory,  the 
understanding  and  the  disposition ;  and  the  changes 
observed  may  be  very  slight  or  may  amount  to  a.  condition 
of  complete  imbecility  or  dementia.  There  is,  however, 
nothing  characteristic  of  syphilis  in  the  form  or  intensity 
of  any  one  of  these  symptoms ;  but  their  mode  of  invasion 
and  the  manner  in  wbich  they  are  grouped,  will  often 
indicate  their  cause  with  greater  or  less  probability. 

A  condition  of  excitement,  amounting  it  may  be  to  mania, 
is  not  uncommon ;  but  a  condition  of  fatuity  amounting  to 
imbecility  is  more  frequently  observed.  The  memory  is 
defective,  and  the  current  of  the  thoughts  is  slow  and 
interrupted.    There  are  occasionally  attacks  resembling 
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hysteria  j  the  patient  laughs  or  cries^  or  appears  childishly 
excitable^  or  fretful^  or  obstinate.  Giddiness,  transient 
loss  of  consciousness^  sleeplessness,  and  headache  are  fre- 
quent accompaniments.  The  aphasia,  which  is  so  often 
observed,  has  been  already  referred  to.  A  decided  change 
is  sometimes  noticed  in  the  patient's  habits,  the  alteration 
being  always  for  the  worse.  It  would  seem,  however,  as 
if  the  cbange  were  of  a  passive  character,  and  dependent 
ratber  upon  an  apatbetic  and  listless  condition  of  mind, 
than  upon  the  abnormal  development  of  any  customary  or 
latent  impulses.  Thus,  a  patient,  previously  cleanly  and 
particular  in  his  habits,  may  speedily  attain  such  a  con- 
dition of  indifference  as  to  pass  his  urine  and  feeces  in  his 
bed  or  on  the  floor  of  his  room.  There  is  no  paralysis  of 
tbe  sphincters,  no  stupor,  no  delirium ;  but  all  at  once,  as 
it  were,  the  patient  seems  to  have  become  altogether  in- 
different, and  devoid  of  any  sense  of  cleanliness.  He  may 
evince  similar  indifference  witb  regard  to  the  duties  and 
pleasures  of  life ;  may  altogether  neglect  the  former  and 
appear  to  forget  the  attractions  of  the  latter.  The  sexual 
desire  is  generally  changed ;  there  is  sometimes  great 
diminution  and  sometimes  marked  exaltation.  This  latter 
condition  is  especially  common  during  maniacal  paroxysms, 
in  which  intense  sexual  excitement,  amounting  to  satyriasis, 
is  not  unfrequent. 

As  a  matter  of  course,  these  psychical  disturbances  are 
associated,  in  the  most  varied  way,  with  one  or  more  of 
the  motor  or  sensory  disorders  already  described,  and  the 
combination  of  the  symptoms  is  of  much  greater  value  as 
regards  diagnosis  than  any  single  symptom.  These 
peculiar  combinations  are  explained  by  the  fact  that  in 
syphilis  the  lesions  are  not  limited  to  single  spots,  but,  on 
the  contrary,  involve  and  disturb  the  functions  of  various 
parts  of  the  brain. 

It  often  happens  that  the  subsequent  history  of  the 
disease  affords  much  more  decided  evidence  of  its  syphilitic 
nature  than  the  original  symptoms  themselves,  either 
individually  or  collectively.    The  symptoms  are  some- 
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times  permanent,  but  vary  in  intensity  and  in  tlie  manner 
in  wliich  they  are  grouped.  On  the  other  hand,  they  are 
often  transitory  and  variable,  and  subside  and  recur  in  an 
indefinite  manner  and  degree.  Fatal  results  may  speedily 
supervene,  or  rapid  improvement  may  take  place.  Some- 
times there  are  slight  prodromal  symptoms,  and  sometimes 
the  severer  troubles  become  developed  at  once.  The  alter- 
nation of  the  symptoms  is  a  marked  peculiarity.  The 
parts  first  attacked  may  be  recovering;  paralysis  of  the 
arm,  for  instance,  may  be  disappearing,  when  suddenly  or 
gradually  ptosis  sets  in,  or  strabismus  and  diplopia  are 
observed.  On  the  other  hand,  this  alternation  of  symptoms 
is  not  a  constant  phenomenon.  In  some  cases,  the  course 
from  the  beginning  is  from  bad  to  worse ;  epilepsy  is 
followed  by  imbecility,  stupor,  coma,  paralysis  of  various 
parts,  and  death.  The  effect  of  treatment  is,  however, 
often  witnessed  under  the  most  threatening  circumstances. 
Even  without  appropriate  treatment  the  severe  symptoms 
may  subside,  and  the  condition  may  become  chronic  and 
marked  by  relapses  and  improvements.  After  a  while, 
perhaps,  the  attack  recurs  with  more  than  its  original 
severity,  and  fresh  symptoms  are  superadded.  All  these 
variations  are  to  be  accounted  for  by  the  peculiarities  of 
the  anatomical  lesions.  When  the  successive  paroxysms 
exhibit  these  marked  differences  of  character,  the  syphilitic 
nature  of  the  attacks  is  strongly  indicated. 

The  various  phases  which  syphilitic  affections  of  the 
nervous  system  so  often  present,  are  well  illustrated  by 
the  following  case  : — A  gentleman,  now  aged  forty-four, 
contracted  syphilis  fourteen  years  ago.  Habits  always 
temperate ;  chest  somewhat  delicate.  He  was  treated  by 
me  principally  with  the  mercurial  vapour  bath,  as  the 
internal  use  of  the  drug  was  not  well  borne.  Six  months 
after  infection,  an  eruption  of  rupia  appeared,  accompanied 
by  very  large  nodes  on  the  inner  side  of  the  head  of  each 
tibia  (the  patient  was  in  the  habit  of  hunting  several  days  a 
week) .  Iodide  of  potassium  was  given  internally  and  the 
iodine  liniment  was  applied  to  the  nodes.    All  the  sym- 
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ptoms  soon  subsided,  and  the  patient  remained  in  excellent 
health  for  eleven  years,  when  he  was  suddenly  seized  with 
an  attack  resembling  epilepsy,  which  left  behind  it  a 
general  weakness  of  the  left  leg  and  dragging  of  the  left 
foot.  Under  treatment  with  the  bromide  and  iodide  of 
potassium,  the  lost  power  was  almost  entirely  regained.  A 
year  afterwards  another  attack  supervened,  and  resulted  in  a 
similar  condition  on  the  right  side,  accompanied  by  aphasia. 
This  latter  symptom  gradually  passed  away  and  the 
patient's  condition  fluctuated,  exacerbations  alternating 
with  improvement.  Eventually  both  legs  became  paretic 
and  there  was  loss  of  sensation  in  the  whole  of  the  left 
leg,  and  up  the  back  as  far  as  the  first  dorsal  vertebra. 
The  right  arm  also  gradually  became  weak  and  there  was 
some  loss  of  power  of  the  sphincters.  At  one  period  there 
was  a  good  deal  of  "  girdle-pain."  The  aphasia  has 
recurred  several  times,  and  transient  delusions  have  also 
been  noticed.  The  patient  is  now  gradually  getting 
weaker ;  dropsy  has  set  in,  and  bedsores  have  broken  out 
in  spite  of  all  precautions. 

The  prognosis  of  syphilitic  affections  of  the  brain  is,  in 
the  majority  of  cases,  favorable,  provided  always  that  the 
patient  is  subjected  to  early,  appropriate,  and  continuous 
treatment.  Fournier  states  that  of  90  cases  of  cerebral 
syphilis,  the  results  showed  that  30  were  cured,  13  im- 
proved, and  33  unrelieved  by  treatment,  while  14  died. 
The  improvement  is  more  likely  to  be  permanent  when 
the  lesion  is  connected  with  the  bones  and  periosteum, 
than  when  the  brain  itself  is  the  seat  of  chronic  arteritis 
or  gummatous  growths.  In  a  large  number  of  these  cases, 
a  renewal  of  the  symptoms  in  some  form  or  other  indicates 
that  the  progress  of  the  lesion  had  been  arrested,  but  that 
the  influence  of  the  virus  remains  unextinguished.  In 
the  most  favorable  instances,  some  deterioration  of  the 
powers  of  the  mind  generally  remains.  The  memory  is 
less  retentive  than  before,  judgment  is  less  keen,  con- 
tinuous thought  is  more  difficult,  or  there  is  less  sensitive- 
ness on  matters  previously  regarded  as  of  the  deepest 
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interest.  In  otlier  cases,  tlie  speecli  is  more  or  less 
affected ;  or  tlie  muscles  are  less  firm  and  vigorous  and 
steady  in  their  action ;  or  the  sensory  organs  have  lost 
some  of  their  sensitiveness. 

If  any  hereditary  or  other  predisposition  to  mental 
disorder  coexist  with  the  syphilitic  lesion,  relapses  are 
extremely  probable ;  the  influence  of  the  predisposition 
being  considerably  augmented  by  the  presence  of  the 
specific  virus.  In  spite,  however,  of  these  unfavorable 
considerations  connected  with  cerebral  syphilis,  it  may 
safely  be  asserted  that  disorders  of  the  brain  due  to  this 
cause  are  far  more  amenable  to  treatment,  and  admit  of  a 
more  favorable  prognosis,  than  others  of  a  different  origin. 
Perhaps  the  most  unfavorable  class  of  cases  is  that  in 
which  the  symptoms  are  the  result  of  the  combined  influ- 
ences of  syphilis  and  alcohol.  In  such  cases  the  prospect 
is  almost  hopeless.  In  order  the  more  to  impress  a  patient 
with  the  danger  attendant  upon  excesses  of  this  kind,  it 
is  well  to  put  the  truth  before  him  in  the  form  of  an 
aphorism,  viz.  that  "  syphilis  can  be  best  preserved  by 
alcohol." 

Treatment. — In  dealing  with  cases  of  cerebral  syphilis, 
we  have  at  our  command  two  principal,  and  in  many 
respects  extremely  reliable,  remedies.  These  are  mercury 
and  iodide  of  potassium.  In  a  general  way  the  effects  of 
the  former  may  be  considered  as  more  curative,  and  those 
of  the  latter  more  palliative,  as  regards  the  original  lesion 
and  its  effects.  Both  remedies  often  cause  rapid  disap- 
pearance of  all  the  symptoms.  The  mercury  may  be 
given  in  the  form  of  blue  pill,  gr.  iii,  twice  a  day,  or  by 
inunction.  As  a  general  rule,  considering  the  gravity  of 
the  case,  mercury  should  be  given  first  and  its  effects 
closely  watched.  If  these  are  satisfactory,  the  remedy 
should  be  continued  until  all  symptoms  have  disappeared. 
If  the  improvement  is  only  partial,  and  the  symptoms  are 
obstinate,  recourse  may  be  had  to  the  iodide.  This  must 
be  given  in  large  doses,  5]— 5ij  in  the  twenty-four  hours. 
At  first,  however,  we  must  begin  with  doses  of  about 
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seven  grains  three  times  a  day,  combined  with  two  or 
three  grains  of  cai-bonate  of  ammonia,  or  in  an  effervescing 
mixture.  A  grain  or  two  should  be  daily  added  to  each 
dose  until  the  maximum  is  reached.  Another  good 
vehicle  is  the  compound  decoction  of  sarsaparilla,  wbich 
may  be  given  in  quantities  of  a  pint  daily.  The  iodide 
should  be  persevered  with,  for  many  weeks.  It  may  be 
combined  with  tbe  mercury ;  tbus  gr.  i-g-th  of  the  red 
iodide  may  be  added  to  eacb  dose  of  the  iodide  of 
potassium. 

The  bygienio  management  of  a  patient,  the  subject  of 
cerebral  syphilis,  is  a  matter  of  great  importance.  His 
diet  sbould  be  plain  and  unstimulating ;  he  should  be 
kept  from  all  sources  of  excitement,  whether  mental  or 
bodily,  and  the  strictest  rules  must  be  laid  down  witb 
regard  to  exercise  and  the  hours  of  rest.  Alcohol  must 
be  forbidden,  unless  for  very  cogent  reasons.  Patients 
suffering  from  inveterate  syphilis  are  easily  affected  by 
small  quantities  of  alcobol.  If,  however,  the  patient  be 
mucb  reduced  and  the  appetite  flag,  one  or  two  glasses  of 
claret  may  be  allowed.  A  warm  bath  daily  is  likely  to  be 
beneficial;  it  promotes  tissue-change,  and  soothes  the 
nervous  system.  Where  there  is  much  excitement, 
recourse  may  be  had  to  the  bromide  of  potassium,  or  to 
henbane,  or  to  the  hypodermic  injection  of  morphia. 

Syphilitic  Affections  of  the  Spinal  Cord  occur  much 

more  rarely  than  the  corresponding  diseases  of  the  brain  ; 
but  either  the  bones,  or  the  spinal  meninges,  or  the  sub- 
stance of  the  cord,  may  be  the  seat  of  various  lesions. 
Exostosis,  caries,  and  necrosis  sometimes  take  place  in 
the  bones  forming  the  vertebral  canal ;  the  meninges  are 
liable  to  become  thickened  and  adherent  to  the  surrounding 
parts,  and  gummatous  growths  sometimes  form  either  on  the 
external  or  internal  surface  of  the  membranes,  and  affect 
the  cord  or  the  nerves  proceeding  from  it.  In  the  cord 
itself,  syphilis  occasionally  gives  rise  to  a  diffuse  or  a  cir- 
cumscribed inflammatory  condition.    In  the  former  case. 


Al'FECTlONS   OF   THE    NERVOUS    SYSJEM  24] 

the  substance  of  the  cord  is  either  indurated  or  softened  ; 
much  connective  tissue  is  developed^  while  the  elements 
of  the  nervous  tissue  waste  and  disappear.  The  circum- 
scribed form  is  characterised  by  the  development  of 
gummatous  tumours.  These  have  been,  found  in  the  sub- 
stance of  the  spinal  cord,  in  the  form  of  yellowish  firm 
nodules  as  large  as  a  pea  or  nut.  A  few  well  authenticated 
cases  are  on  record,  in  which  decided  syphilitic  manifesta- 
tions in  the  liver  and  other  viscera  coexisted  with  these 
growths.  In  a  few  cases  of  syphilitic  disease  of  the  spine, 
the  only  lesion  discoverable  after  death  was  hyperaemia  of 
the  cord.  The  symptoms  in  these  latter  cases  set  in  early, 
i.e.  during  the  first  year,  rapidly  increase  and  lead  to  a 
fatal  result.  Sudden  paraplegia  is  the  first  symptom,  with 
incontinence  of  urine  and  feeces.  There  is  neither  pain  in 
the  spine,  nor  anaesthesia  in  the  lower  limbs. 

As  a  general  rule,  the  symptoms  of  syphilitic  disease 
of  the  spinal  cord  supervene  at  a  late  period  and  in  a 
gradual  manner.  The  patient  complains  of  pain  in  the 
spine,  either  diffused  or  confined  to  certain  spots.  The 
pain  is  sometimes  particularly  intense  and  violent  during 
the  night ;  in  these  cases  there  is  probably  some  bony  or 
meningeal  lesion.  Sometimes  a  sensation  of  constriction 
around  the  abdomen  is  complained  of,  and  there  is  more  or 
less  numbness  and  stiffness,  and  feeling  of  formication,  in 
the  lower  extremities,  which  generally  feel  colder  than 
natural.  The  degree  of  anaesthesia  varies ;  and  in  some 
cases  there  is  marked  hyperaesthesia  and  the  limbs  feel 
hot  and  tense  as  if  swollen. 

These  symptoms  last  for  a  variable  period,  and  may 
partially  subside  and  reappear.  They  often  remain 
stationary  for  some  time.  In  unfavorable  cases  complete 
paralysis  is  the  result.  The  symptoms  vary  according  to 
the  part  of  the  spine  which  is  affected.  If  the  lesion  be 
in  the  lower  portion  of  the  dorsal  region,  there  will  be 
more  or  less  profound  paralysis  of  the  legs  and  paralysis 
of  the  sphincter  of  the  anus,  generally  associated  with 
paralysis  of  the  detrusor  uriuae  muscle.    If  the  lesion  be 
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higher  up,  in  the  cervical  portion  of  the  spinal  cord,  there 
•will  be,  in  addition  to  the  paraplegia  and  paralysis  of  the 
sphincter  ani  and  bladder,  paralysis  of  the  upper  extre- 
mities and  of  the  thoracic  and  abdominal  muscles,  and  also 
of  the  diaphragm.  The  patient  is  quite  helpless  and  bed 
sores  are  almost  certain  to  occur.  Death  from  asphyxia 
is  likely  to  supervene ;  recovery  is  rare,  but  it  may  occur 
to  a  partial  extent.  The  outbreak  of  the  symptoms  is 
slow  and  gradual,  and  the  course  of  the  disease  presents 
numerous  oscillations,  as  in  the  case  of  cerebral  syphilis. 
Convulsions  of  the  paralysed  parts  are  sometimes  noticed. 
Sensibility  usually  remains  intact ;  reflex  irritability  is 
often  increased.  Syphilitic  affections  of  the  spinal  cord 
are  usually  of  long  duration,  and  spinal  and  cere- 
bral lesions  sometimes  coexist.  Owing  to  the  compli- 
cated structure  and  smallness  of  the  organ,  comparatively 
minute  lesions  may  give  rise  to  many  symptoms.  If 
recognised  early  and  treated  in  an  appropriate  manner, 
recovery  may  take  place.  Death  generally  results  either 
from  an  extension  of  the  mischief  along  the  course  of  the 
cord,  or  from  renal  disease,  secondary  to  the  paralysis  of 
the  bladder. 

A  form  of  spinal  disease,  known  as  locomotor  ataxy, 
is  by  some  considered  as  frequently  due  to  the  influence 
of  the  syphilitic  poison.  The  symptoms  and  morbid 
anatomy  of  this  disease  are  now  well  recognised ;  the 
question  connected  with  our  present  subject  refers  to  the 
possibility  of  syphilis  playing  an  active  part  in  the  causa- 
tion of  the  disease.  According  to  Charcot  the  specific 
seat  of  the  lesion  in  ataxy  is  a  band  of  white  matter 
situated  between  the  posterior  pyramid  of  the  cord  and 
the  posterior  roots  of  the  nerves,  with  the  adjacent  part 
of  the  posterior  cornua.  The  condition  may  be  briefly 
expressed  as  "  lateral  fasciculated  sclerosis  of  the  posterior 
columns.^'  The  symptoms  are :  loss  of  power  of  co- 
ordinating the  voluntary  movements,  indicated  by  a 
peculiar  unsteadiness  in  their  performance,  and  usually 
preceded  by  pain  in  various  parts.    The  patient  first  com- 
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plains  of  fatigue  after  slight  exertion ;  of  vesical  irrita- 
bility ;  nem'algio  pains  in  various  parts ;  impotence ; 
diminution  of  cutaneous  and  muscular  sensibility,  and  sub- 
sequently of  loss  of  power  of  muscular  co-ordination, 
without  paralysis,  but  evinced  by  an  unsteady  staggering 
gait,  and  inability  to  maintain  the  equilibrium  and  to 
stand  erect  when  the  eyes  are  closed.  As  the  case 
advances,  there  is  often  more  or  less  defect  of  vision,  and 
sometimes  paresis  of  the'  motor  oculi  and  sixth  nerves. 

The  majority  of  authors  who  have  written  on  nervous 
diseases  regard  syphilis  as  a  frequent  cause  of  locomotor 
ataxy.  Some,  indeed,  go  so  far  as  to  say  that  fifty  per 
cent,  of  the  cases  of  the  latter  affection  are  essentially  due 
to  syphilis.  It  is  confessed,  however,  that  the  lesion  in 
locomotor  ataxy  is  very  different  from  those  which  are 
ordinarily  due  to  syphilis.  "  It  is  a  degeneration  limited 
to  a  system  of  structure  and  contrasts  with  the  random 
distribution  of  ordinary  syphilitic  processes."  It  is,  how- 
ever, remarkable  that  in  one  hundred  consecutive  cases  of 
locomotor  ataxy  treated  by  Erb,  only  twelve  presented  no 
history  of  a  chancre  or  secondary  syphilis.  M.  Fournier 
believes  that  syphilis  is  the  cause  of  tabes  in  a  large  majority 
of  cases.  He  refers  to  the  frequency  with  which  the  diseases 
are  found  to  be  associated  ;  to  the  almost  exclusive  develop- 
ment of  ataxia  in  the  tertiary  period  ;  to  the  frequent 
similarity  or  identity  of  ataxic  symptoms  with  those  long 
known  to  be  characteristic  of  syphilis  ;  to  the  beneficial 
influence  often  exercised  by  anti- syphilitic  treatment ;  and, 
lastly,  to  the  impossibility,  in  many  cases,  of  finding  any 
other  imaginable  cause  for  the  production  of  the  disease. 
It  may,  on  the  other  hand,  be  alleged  that  in  ataxia 
neither  diffused  nor  cii'cum scribed  gummatous  formations, 
nor  any  appearance  characteristic  of  syphilis,  are  found  on 
post-mortem  examination.  Besides  this,  the  character  of 
the  symptoms  is  much  more  distinct  and  peculiar  than  in 
nervous  affections  admitted  to  be  of  syphilitic  origin  ;  and 
some  authorities,  Leyden  amongst  the  number,  deny  that 
there  is  any  sotiological  connection  between  syphilis  and 
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locomotor  ataxy  !  It  may  be  that  syphilis^  by  lowering 
the  tone  of  the  nervous  system  in  general,  is  in  some  cases 
an  indirect  cause  of  tabes. 

The  treatment  of  spinal  syphilitic  affections  is  the  same 
with  that  of  cerebral  syphilis^  but  the  prognosis  is  less 
hopeful.  Mercury  and  iodide  of  potassium  are  the  main 
remedies,  and  the  latter  must  be  given  in  full  doses. 
Warm  baths  are  likely  to  be  serviceable,  and  the  constant 
and  the  interrupted  current  may  be  applied  to  the  limbs 
with  the  view  of  preventing  atrophy.  In  cases  of  para- 
lysis of  the  bladder,  the  urine  must  be  regularly  withdrawn 
by  means  of  the  catheter,  the  utmost  care  and  cleanliness 
being  observed,  in  order,  as  far  as  possible,  to  avert  an 
attack  of  cystitis.  In  advanced  cases  bedsores  must  be 
looked  for  and  guarded  against. 

Syphilitic  Affections  op  the  Nerves 

The  cranial  and  the  spinal  nerves  are  sometimes 
affected  in  the  course  of  syphilis,  most  commonly  in  an 
indirect  manner ;  that  is  to  say,  as  a  consequence  of  the 
development  of  gummata,  or  of  exostoses,  or  of  thicken- 
ing of  membranes,  the  adjacent  nerve-trunks  are  com- 
pressed and  injured.  In  some  cases,  the  nerves  appear 
to  be  independently  affected.  Reference  has  been  already 
made  (see  page  216)  to  cases  in  which  the  optic  nerves  at 
the  base  of  the  brain  have  been  found  enlarged  and 
softened,  other  syphilitic  lesions  being  found  at  the  same 
time.  A  condition  of  interstitial  neuritis  would  therefore 
appear  to  be  directly  due  to  syphilis,  and  besides  this, 
gummatous  masses  are  sometimes  formed  in  the  nerve- 
trunks.  The  cerebral  nerves  are  the  most  frequent  seat 
of  these  syphilitic  changes.  In  addition  to  the  optic,  the 
olfactory  nerves  have  been  found  atrophied  and  destroyed. 
Trifacial  neuralgia  is  sometimes  met  with  in  syphilis; 
anaesthesia  is  less  common.  The  syphilitic  affections  of 
the  third,  fourth,  and  sixth  pairs  have  been  already 
alluded  to.     Paralysis  of  the  fifth  pair  has  been  noticed  in 
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a  case  in  wliicli  the  Gasserian  ganglion  was  found 
atrophied,  as  a  result  of  pressure  from  thickening  of  the 
dura  mater.  Facial  hemiplegia  of  syphilitic  origin  is  not 
very  rare ;  it  may  be  due  to  exostosis  in  the  neighbour- 
hood of  the  stylo-mastoid  foramen,  or  to  syphilitic  deposits 
at  the  origin  of  the  nerve.  The  eighth  and  ninth  pairs  do 
not  appear  to  be  liable  to  be  affected  in  syphilitic  disease. 

In  all  these  cases  the  diagnosis  must  be  made  by  the 
aid  of  the  patient^s  history  and  any  coexisting  manifesta- 
tions. The  symptoms  may  be  due  to  a  variety  of  causes. 
In  the  case  of  paralysis  of  the  third  pair,  syphilis  may 
always  be  strongly  suspected,  as  it  is  by  far  the  most 
common  cause  of  this  particular  lesion. 

With  regard  to  the  spinal  nerves,  these  are  less  fre- 
quently affected  in  the  course  of  syphilis,  but  they  some- 
times manifest  disorders  of  motion  and  sensation  in  cases 
where  a  syphilitic  origin  may  with  every  probability  be 
suspected.  It  is  likely  that  sciatica  is  sometimes  due 
to  syphilis,  though  it  is  not  fair  to  infer  such  a  causation 
for  every  case  benefited  by  mercury  or  iodide  of  potas- 
sium. Marked  nocturnal  exacerbation  of  the  pains  would 
support  the  view  that  the  complaint  was  of  syphilitic 
origin.  In  all  cases  of  neuritis,  attended  with  nocturnal 
exacerbations,  inquiry  should  be  made  as  to  any  previous 
infection.  In  some  cases  neuritis,  probably  due  to 
syphilis,  has  been  followed  by  atrophy  and  loss  of  elec- 
trical excitability  of  the  muscles.  The  muscles  of  the 
back,  neck,  arms,  and  legs  may  be  thus  affected.  As  a 
matter  of  course,  in  all  these  cases,  no  positive  diagnosis 
can  be  made  of  the  cause  of  the  symptoms,  but  with 
syphilitic  antecedents  and  the  absence  of  other  causes,  a 
specific  origin  may  fairly  be  assumed. 

The  treatment  of  syphilitic  affections  of  the  nerves  is 
the  same  with  that  of  cerebral  and  spinal  syphilis. 
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CHAPTER  XXI 

MALIGNANT  SYPHILIS 

Habitual  experience  teaches  us  that  as  a  general  rule, 
and  under  ordinary  circumstances,  syphilis  runs  a  com- 
paratively mild  course,  and  seldom  gives  rise  to  sym- 
ptoms marked  by  rapidity  of  accession  or  violence  of 
character.  In  a  small  proportion  of  cases,  however,  the 
disease  exhibits  features  of  a  very  different  type.  All 
the  symptoms  are  severe,  many  of  them  occur  simul- 
taneously or  in  very  rapid  succession,  and  all  traces  of 
division  into  stages  and  periods  are  almost,  if  not 
altogether,  obliterated.  We  know  from  history  that  the 
epidemic  of  syphilis  at  the  end  of  the  fifteenth  century 
was  characterised  by  the  severity  of  the  symptoms,  as 
well  as  by  the  extent  to  which  it  spread,  and  that  it  was 
in  consequence  wrongly  regarded  as  a  new  disease. 
Cases  sometimes  occur  at  the  present  time  which  serve  to 
remind  us  of  the  accounts  given  of  the  epidemic  in  ques- 
tion, which  apparently  did  not  retain  its  pestilential 
character  for  more  than  seven  years.  Fracastor  tells  us, 
in  his  history  of  this  great  epidemic,  that  some  of  its 
most  mai'ked  features  were  the  phagedaenic  character  of 
the  secondary  cutaneous  sores ;  the  destruction  of  parts, 
as  the  nose,  fauces,  and  larynx ;  the  size  and  frequency  of 
the  gummatous  tumours ;  the  pains  in  the  limbs ;  the 
emaciation  and  the  utter  prostration  of  the  patient.  In 
the  introductory  chapter  of  this  volume  the  circumstances 
which  favoured  the  aggravation  of  the  virus  have  been 
briefly  described. 

In  syphilis,  as  seen  at  the  present  day,  it  rarely 
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happens  that  secondary  and  tertiary  phenomena  occur 
simultaneously  in  the  same  patient,  or  that  secondary 
symptoms  reappear  after  tertiary  manifestations  have 
been  developed,  or  that  the  general  course  of  the  disease 
is  otherwise  than  chronic.  .  In  the  exceptional  cases 
about  to  be  described  the  disease  runs  an  acute  course, 
the  intervals  between  the  various  stages  are  extremely 
brief,  and  certain  stages  are  altogether  wanting.  Such 
cases  have  been  described  by  ^the  term  "  malignant  or 
galloping  syphilis." 

In  this  form  of  syphilis  the  cutaneous  manifestations 
are  generally  very  prominent,  and  are  especially  charac- 
terised by  the  rapidity  with  which  one  form  merges  into 
another  of  a  more  destructive  character,  and  the  general 
tendency  to  disintegration.  Papules  are  very  readily 
converted  into  pustules,  and  these  again  speedily  form 
ulcers.  The  pustules  may  become  dry,  but  no  healing 
takes  place,  and  the  sloughs  soon  separate,  revealing  the 
ulcerated  surface  beneath.  These  ulcers  are  characterised 
by  their  sharp,  abrupt  borders,  and  their  great  depth. 
They  are  usually  circular,  and  are  spi'ead  over  the  whole 
body.  They  exhibit  no  marked  serpiginous  character,  as 
in  ordinary  syphilis.  True  gummata  of  the  skin  are 
seldom  seen  in  malignant  syphilis.  In  consequence  of  the 
rapidity  with  which  disintegration  sets  in,  there  does  not 
appear  to  be  time  for  the  tumours  to  develope. 

The  affections  of  the  mucous  membrane  appear  to 
follow  the  same  rule  as  prevails  in  ordinary  syphilis,  i.e. 
when  the  skin-affections  are  severe  the  mucous  membranes 
suffer  but  little,  and  the  reverse.  It  seldom  happens  that 
the  skin  and  the  mucous  membranes  are  affected  at  the 
same  time  and  with  equal  severity,  but  if  the  skin  escapes, 
severe  lesions  of  the  mucous  membrane,  e.g.  of  the  nose, 
are  not  uncommon. 

Perforation  of  the  cartilaginous  septum  has  been 
observed  to  occur  six  months  after  infection,  and  in 
another  case  ulceration  in  the  rectum  supervened  before 
the  end  of  the  first  year. 
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With  regard  to  the  affections  of  internal  organs  and  struc- 
tures, it  is  almost  always  the  case  that  the  periosteum  and 
bones  are  early  affected  in  malignant  syphilis.  Disease  of 
the  bones,  especially  in  the  form  of  nodes,  was  a  marked 
feature  of  the  European  epidemic  of  the  fifteenth  century. 
Renal  disease  appears  to  be  a  common  accompaniment 
of  the  other  symptoms  of  malignant  syphilis.  Diseases 
of  the  brain  are  also  of  frequent  occurrence.  Reference 
has  already  been  made  in  a  former  part  of  this  work  (see 
p.  26)  to  cases  in  which  marked  ulcerative  lesions  of  the 
skin  (rupia)  were  rapidly  followed  by  severe  cerebral 
symptoms.  Fournier  has  reported  a  case  in  which  a  cere- 
bral gumma  was  developed  and  terminated  fatally  in  a 
little  more  than  three  months  after  infection.  Many 
other  cases  are  on  record  in  which  cerebral  symptoms 
appeared  during  the  first  year. 

The  general  course  of  malignant  syphilis,  so  far  as 
regards  the  earliest  stages,  resembles  that  of  the  ordinary 
disease.  The  first  eruption  that  makes  its  appearance 
may  present  no  special  feature,  and  may  assume  either 
the  roseolous  or  the  papular  form.  In  the  majority  of 
cases  a  pustular  eruption,  in  itself  a  severe  symptom, 
marks  the  transition  to  the  tertiary  stage,  and  it  is  noticed 
that  the  pustules  do  not  dry  up  and  heal  but  become 
rapidly  converted  into  ulcers.  It  less  frequently  happens 
that  the  first  tertiary  symptom  is  a  papular  or  tubercular 
eruption  which  runs  its  course  and  subsides,  and  is  followed 
by  ulceration.  Those  cases  in  which,  so  to  speak,  the 
whole  force  of  the  disease  falls  rather  upon  other  organs 
than  upon  the  skin,  are  not  characterised  by  any  special 
cutaneous  manifestations  differing  from  those  commonly 
seen,  but  the  malignancy  of  the  attack  is  shown  by  the 
premature  development  of  the  disease  in  the  affected 
organ.  Cases  of  early  cerebral  syphilis,  already  referred 
to,  are  instances  of  this  nature. 

The  interval  which  elapses  between  the  infection  and  the 
appearance  of  tertiary  symptoms  is  a  measure  of  the  malig- 
nancy or  otherwise  of  the  disease.  In  cases  to  which  the  cha- 
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racter  of  malignancy  may  be  fairly  attributed,  tbe  interval 
varies  within  certain  limits,  but  may  be  assumed  to  average 
four  montbs.  With  regard  to  the  order  in  which  the 
symptoms  follow  each  other,  the  same  rule  is  observed  as 
in  the  ordinary  course  of  the  disease,  that  is  to  say,  the 
severe  affections  of  internal  organs  are  later  in  their 
appearance  than  those  of  the  skin.  It  may  be  laid  down 
as  a  general  rule,  that  in  malignant  syphilis  the  severe 
cutaneous  manifestations  appear  within  six  months,  and 
the  severe  affections  of  internal  organs  within  a  year  after 
infection. 

Another  characteristic  of  malignant  syphilis  is  the 
proneness  which  the  manifestations  exhibit  towards 
recurrence.  These  recurrences  may  be  noticed  during 
several  years,  even  in  tolerably  favorable  cases.  They  at 
last  cease,  however,  if  proper  treatment  of  all  kinds  be 
adopted,  but  in  some  cases  the  attacks  leave  behind  them 
irreparable  lesions  of  important  organs.  The  prognosis  is 
therefore  mostly  unfavorable,  and  especially  if  the  patient 
be  in  enfeebled  health  and  poor  circumstances.  On  the 
other  hand,  under  favorable  conditions,  the  disease  may 
run  its  course  and  subside  as  completely  as  the  milder 
forms. 

With  regard  to  the  causation  of  malignant  syphilis,  i.e. 
the  reason  why  in  some  cases  the  disease  should  be  so 
much  more  severe  than  in  others,  it  is  difficult  to  make 
any  very  positive  statements.  In  the  first  place  examples 
of  this  type  of  the  disease  are  rarely  seen  at  the  present 
day,  and  secondly  we  require  to  know  more  of  the  cause 
of  syphilis  in  general  before  venturing  upon  an  explana- 
tion of  its  varieties.  It  might  be  supposed  that  patients 
whose  constitutions  have  been  enfeebled  by  excesses,  by 
attacks  of  previous  disease,  and  other  causes  which  pro- 
duce cachexia,  would  be  liable  to  exhibit  severe  symptoms 
as  a  result  of  syphilitic  infection.  Other  predisposing 
causes  which  have  been  suggested  are  the  scrofulous  habit, 
pregnancy,  prolonged  lactation,  old  age,  and  chronic 
alcoholic  poisoning.    The  cases  that  have  been  published, 
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however,  fail  to  prove  that  there  is  any  definite  causal 
connection  between  these  conditions  and  malignant  syphilis. 
But  few  of  the  cases  occur  in  inveterate  drinkers,  and, 
considering  how  widespread  is  the  abuse  of  alcohol,  and 
how  often  those  who  are  the  victims  of  this  vice  contract 
syphilis,  we  ought  to  see  more  examples  of  the  malignant 
type  if  alcohol  were  a  potent  factor  in  its  production. 
Abuse  of  alcohol  always  influences  the  course  of  syphilis 
in  an  unfavorable  manner,  but  it  by  no  means  necessarily 
gives  rise  to  the  malignant  type  of  the  disease.  The  cases 
likewise  show  that  the  character  of  the  disease  is  slightly, 
if  at  all,  influenced  by  the  age  of  the  patients.  It  would, 
however,  appear  that  iritis  of  a  severe  form  is  rather 
prone  to  occur  in  patients  past  middle  life. 

There  is  also  no  evidence  to  prove  that  cachexia  of  any 
kind  aids  in  the  production  of  the  symptoms  of  malignant 
syphilis.  In  the  recorded  cases  many  of  the  patients  were 
in  robust  or  very  fair  health.  Marked  cachexia  sets  in, 
however,  during  the  progress  of  the  disease,  and  especially 
when  prolonged  or  extensive  suppuration,  or  diseases  of 
the  bones  are  present.  In  a  few  cases  the  patients  were 
the  subjects  of  pulmonary  consumption. 

It  has  been  supposed  that  the  violence  of  the  sym- 
ptoms is  due  to  some  specific  peculiarity  of  the  syphilitic 
virus,  but  this  is  only  an  assumption,  which  is,  moreover, 
rendered  improbable  by  certain  facts,  and  especially  by 
cases  in  which  men  suffering  from  malignant  forms  of 
syphilis  have  infected  their  wives,  in  whom  the  disease 
has  exhibited  only  its  ordinary  features.  It  is  well  known 
that  cases  of  syphilis  occurring  in  seaport  towns,  and  in 
cold  damp  weather,  often  assume  a  certain  degree  of 
acuteness,  but  there  is  nothing  extraordinary  in  such 
consequences.  Syphilis  requires  not  only  medicinal  but 
hygienic  treatment,  and  if  the  latter  be  unattended  to,  the 
action  of  the  poison  will  be  aided  in  proportion  to  the 
neglect. 

With  regard  to  the  treatment  of  malignant  syphilis,  the 
general  indications  and  the  remedies  will  be  discussed  in  a 
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succeeding  chapter.  It  is  here  sufficient  to  say  that 
mercury  is  generally  badly  borne  and  must  always  be 
administered  with  great  care  in  such  cases.  Iodide  of 
potassium  is  far  more  efficacious ;  it  should  be  given  in 
full  doses  up  to  120  grains  per  diem,  with  sarsaparilla. 
Tonics,  as  quinine  and  iron,  may  be  given  at  the  same 
time.  Good  food,  fresh  air,  cleanliness,  warm  or  tepid 
baths,  and  stimulants  in  strict  moderation,  are  valuable 
adjuncts. 
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CHAPTER  XXII 

SYPHILITIC   RE -INFECTION 

As  a  general  rule,  syphilis  occurs  but  once  in  the  same 
individual,  that  is  to  say,  one  attack  protects  the  vast 
majority  of  patients  fi'om  subsequent  contamination.  In 
this  respect  syphilis  resembles  smallpox,  scarlatina,  measles, 
and  typhus  fever.  But  just  as  is  observed  with  regard 
to  these  febrile  affections,  so  also  in  syphilis — one  attack 
does  not  always  confer  immunity  if  the  patient  be  ex- 
posed to  fresh  contagion.  Many  cases  have  been  reported 
which  leave  no  doubt  as  to  the  possibility  of  the  recur- 
rence of  an  indurated  chancre,  with  subsequent  evolution 
of  the  whole  series  of  constitutional  symptoms.  I  have 
met  with  two  cases  in  which  re-infection  occurred  at  in- 
tervals of  three  and  five  years  respectively.  Both  patients 
presented  for  a  second  time  indurated  sores,  followed  by 
roseola;  and  both  had  been  subjected  to  a  nine  months' 
course  of  mercury  for  the  first  attacks.  A  remarkable 
case  of  this  kind  is  recorded  by  Zeissl.*  A  man-  con- 
tracted syphilis  in  1848.  Eighteen  months  afterwards 
he  was  found  to  have  frontal  exostoses,  the  corona  Veneris, 
and  other  signs  of  constitutional  syphilis.  He  underwent 
a  prolonged  course  of  mercurial  inunction,  followed  by 
Zittmann's  decoction  and  iodide  of  potassium,  and  was 
discharged  "  quite  cured "  six  months  after  admission 
into  hospital.  More  than  five  years  afterwards  (having 
remained  perfectly  well  in  the  interval)  he  presented  him- 
self with  an  excoriation  on  the  left  side  of  the  middle  line 
of  the  prepuce,  and  stated  that  it  was  the  result  of  a 
•  '  Lehrbuch  der  Syphilis,'  1882,  p.  325. 
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suspicious  connection.  The  patient's  antecedents  being 
well  known,  no  bad  consequences  were  expected.  After 
some  time,  however,  the  patient  reappeared,  the  excoriated 
spot  was  found  to  be  converted  into  a  well-marked  indu- 
ration, and  the  glands  in  the  left  groin  were  hard  and 
prominent.  The  man  exhibited  no  sign  of  the  previous 
syphilitic  infection.  Seven  weeks  after  exposure  to  con- 
tagion, a  pale  brown  eruption  of  roseolous  patches  appeared 
on  the  sides  of  the  chest.  Mercurial  inunction  was  again 
resorted  to,  the  induration  gradually  diminished  and  the 
glands  in  the  groin  became  softer  and  less  prominent. 
This  and  many  other  similar  cases  prove  that  the  so-called 
syphilitic  diathesis  may  become  extinguished,  and  that  the 
disease  may  be  reproduced  in  the  same  individual.  The 
possibility  of  a  second  attack  of  syphilis  has  long  been 
recognised  by  military  surgeons. 

Eleven  cases  of  syphilitic  re-infection  have  been 
recorded  by  the  author's  late  colleague  Mr  Gascoyen.* 
In  these  cases,  the  interval  between  the  two  infections 
varied  from  one  year  and  nine  months  to  more  than  nine 
years,  and  the  severity  of  the  second  attacks  bore  no  rela- 
tion whatever  to  that  of  the  first.  In  four  cases,  the  re- 
infection was  in  the  form  of  an  indurated  chancre  only  ; 
but  in  six,  undoubted  constitutional  symptoms  appeared. 
In  six  of  Mr  Grascoyen's  cases  the  patients  were,  at  the 
time  of  re-infection,  suffering  from  tertiary  syphilis,  and 
this  fact  supports  the  theory  that  the  advanced  symptoms 
must  be  sequelse  rather  than  manifestations  of  a  still 
existing  disease.  Diday  has  recorded  twenty  cases  of 
syphilitic  re-infection  observed  by  bim  during  six  years, 
and  he  mentions  one  case  in  which  four  re-infections 
occurred.  As  a  general  rule,  when  the  interval  was  short 
the  symptoms  of  the  second  infection  were  of  a  mild 
character.  On  the  other  hand,  when  the  interval  was 
considerable  the  symptoms  of  the  second  attack  were 
more  severe.  Sloughing  of  the  sore  has  sometimes  been 
noticed  in  a  second  attack  of  syphilis. 

*  '  Med.-Chir.  Trans.,'  vol.  Iviii. 
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These  cases  have  an  important  bearing  on  the  question 
of  the  curability  of  syphilis.  If  a  person  contracts  an  in- 
durated chancre,  and  this  is  followed  by  enlargement  of 
the  inguinal  glands  and  further  constitutional  symptoms, 
it  may  fairly  be  concluded  that  he  was  free  from  syphilis 
at  the  time  of  exposure  to  contagion,  notwithstanding 
any  previous  history  of  syphilitic  infection.  Mercury  had 
been  given  in  all  of  Mr  G-ascoyen's  cases,  the  re-infection 
which  ensued  is  confirmatory  of  the  opinion  of  those  who 
regard  mercury  as  an  antidote  to  the  syphilitic  virus. 

In  all  cases  of  supposed  syphilitic  re-infection  it  is 
necessary  to  guard  against  the  error  of  mistaking  a  relap- 
sing induration  for  a  primary  lesion.  There  are  other 
sources  of  error.  A  syphilitic  subject,  with  no  obvious 
manifestations  of  the  disease,  may  contract  a  soft  sore, 
and  without  due  care,  some  relapsing  skin -affection  might 
be  regarded  as  evidence  of  the  consequences  of  a  second 
infection.  To  prove  re-infection  there  must  be  (1)  un- 
equivocal evidence  of  a  first  attack  {i.e.  of  an  indurated  sore 
followed  by  glandular  enlargement  and  an  afl^ection  of  the 
skin  or  throat),  and  (2)  an  existing  second  attack,  with 
symptoms  of  a  like  character. 
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CHAPTER  XXIII 

THE   GENERAL   DL&.GNOSIS   AND   PROGNOSIS   OP  SYPHILIS 

There  is  in  many  cases  no  difficulty  whatever  in  recog- 
nising the  manifestations  of  syphilis  ;  while  in  others  it 
may  be  for  some  time  impossible  to  come  to  a  positive 
decision.  With  the  exception  of  gummatous  growths,  the 
lesions  of  syphilis  present  no  peculiar  histological  charac- 
ters ;  but  the  primary  induration,  the  glandular  enlarge- 
ment, and  the  subsequent  series  of  changes  in  the  skin  and 
mucous  membranes  constitute  an  aggregate  of  symptoms 
absolutely  pathognomonic  of  the  disease.  The  diagnostic 
signs  of  these  various  affections  have  been  already  described 
(see  pages  82,  87,  95,  &c.).  Other  symptoms,  such  as  the 
papular  eruptions,  and  especially  those  on  the  palms  of 
the  hands,  symmetrical  ulcerations  of  the  tonsils,  iritis, 
nodes  on  the  tibiaa  and  on  the  cranial  bones,  serpiginous 
ulcers  and  ulceration  due  to  superficial  gummata,  are  all 
more  or  less  characteristic  ;  and  the  presence  of  any  one  or 
more  of  these  symptoms  is  sufficient  to  excite  suspicions 
of  syphilis.  There  are,  however,  many  other  symptoms 
produced  by  this  disease,  but  by  no  means  peculiar  to  it, 
and  when  these  alone  are  present  the  diagnosis  becomes 
difficult,  especially  if,  as  often  happens,  the  patient  has 
failed  to  notice  any  previous  symptoms,  or  wilfully  conceals 
their  occurrence. 

In  the  first  period  of  syphilis,  the  induration  and  the 
glandular  enlargement  are  seldom  wanting,  although  the 
former  may  be  very  slight  and  therefore  difficult  of  detec- 
tion. A  very  guarded  opinion  should  always  be  given 
when  a  sore   on    the    genital  organs,  the  result  of  a 
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suspicious  connection,  is  first  presented  for  examination. 
It  may  be  either  a  soft  sore  or  one  in  which  induration 
will  subsequently  become  developed,  and  time  alone  will 
enable  the  practitioner  to  decide  as  to  the  true  nature  of 
the  affection.  If  induration  be  already  present,  the  diag- 
nosis is  clear ;  but  a  considerable  interval  may  elapse 
before  this  symptom  shows  itself  (see  pages  77,  et  seq.). 
In  women  (see  p.  82)  the  layer  of  induration  at  the  base 
of  an  ulcer  on  the  vaginal  walls  is  sometimes  no  thicker 
than  parchment,  and  is  therefore  easily  overlooked.  The 
existence  of  glandular  enlargement  will,  however,  establish 
the  diagnosis. 

Errors  in  diagnosis  are  apt  to  be  committed  at  the 
beginning  of  the  secondary  stage,  and  without  a  due 
knowledge  of  the  history  and  a  careful  examination  of  the 
patient,  the  febrile  symptoms  and  the  other  evidences  of 
constitutional  disturbance  may  easily  be  attributed  to 
other  causes  (see  pp.  92  and  97).  The  symptoms  may  be 
mistaken  for  those  of  rheumatism,  measles,  intermittent 
or  other  fevers  ;  but  even  if  no  other  lesions  be  present, 
the  enlargement  of  the  cervical  and  inguinal  glands  will 
always  be  discoverable  in  syphilitic  cases.  Elevation  of 
temperature  beyond  102°  is  rarely  noticed. 

The  distinguishing  characteristics  of  the  secondary 
symptoms  have  been  given  in  previous  pages.  The  most 
important  points  to  be  noticed  are  their  dissemination 
over  a  large  area ;  their  coppery-red  colour ;  the  frequent 
coexistence  of  several  forms ;  the  absence  of  itching  and 
their  more  or  less  symmetrical  development.  Glandular 
enlargement  is  never  absent  at  this  period,  and  condylomata 
are  not  unfrequent. 

When  several  years  have  elapsed  since  infection  took 
place,  it  may  be  expected  that  the  symptoms  will  assume 
a  less  definite  character.  The  glandular  enlargement 
will  probably  have  subsided  and  any  cutaneous  eruption 
will  be  more  irregular  in  form  and  distribution.  A 
general  cachectic  condition  may  be  a  very  prominent 
feature,  and  with  this  may  be  associated  pains  resembling 
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tliose  of  rheumatism  and  attended  with  nocturnal  exacer- 
bations, neuralgia,  remittent  febrile  attacks,  paralysis  of 
cerebral  or  spinal  nerves,  &c. 

The  tertiary  cutaneous  manifestations  are  less  charac- 
teristic than  those  of  the  secondary  stage  ;  they  are  gener- 
ally limited  to  a  few  points,  they  are  slowly  developed  and 
often  terminate  in  ulcers  which  leave  behind  them  well- 
marked  cicatrices.  These  white,  depressed  scars,  with 
brownish-red  patches,  as  often  seen  on  the  lower  extremities, 
are  strongly  suggestive  of  syphilis.  Secondary  and 
tertiary  affections  of  the  mucous  membranes  accessible  to 
observation,  often  leave  characteristic  changes  behind  them. 
Thus,  perforation  or  destruction  of  the  soft  palate,  flattening 
of  the  bridge  of  the  nose,  cicatrices  in  the  tongue  or  in  the 
pharynx,  psoriasis  of  the  tongue  or  the  condition  of  the 
organ  called  "keratosis,"  are  all  more  or  less  decided 
indications  of  syphilis. 

The  diagnosis  of  the  visceral  lesions  is  often  attended 
with  considerable  difficulty,  and  especially  in  cases  in  which 
there  are  no  active  manifestations  of  syphilis  accessible  to 
observation.  When  there  is  any  reason  to  suspect  syphilis, 
those  parts  of  the  body  in  which  the  earlier  symptoms 
appear  must  be  carefully  examined  ;  and  it  frequently 
happens  that  glandular  enlargement  and  cicatrices  in  the 
skin  or  mucous  membrane  afford  a  clue  to  the  real  nature 
of  the  case.  The  state  of  the  eyes  and  of  those  bones 
which  are  covered  only  by  skin  will  often  assist  the  diag- 
nosis. In  the  case  of  women,  a  history  of  several  abortions 
should  always  arouse  a  suspicion  of  syphilis.  In  all  cases 
of  doubtful  origin,  but  in  which  syphilis  is  suspected, 
iodide  of  potassium,  or  even  mercury,  should  be  cautiously 
tried. 

Prognosis. — The  question  of  prognosis  has  been  already 
incidentally  referred  to  in  various  parts  of  this  volume  ; 
the  general  aspects  of  the  subject  now  remain  to  be  con- 
sidered.   It  may  be  briefly  stated  that,  at  the  outset,  no' 
two  cases  admit  of  a  precisely  similar  prognosis,  the  fact 
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being  tliat  in  some  patients  the  symptoms  more  or  less 
rapidly  subside,  and  the  poison  to  all  appearances  is  com- 
pletely removed  from  the  system ;  while  in  others  the 
disease  can  scarcely  be  said  ever  to  come  to  an  end.  The 
interval  between  these  extremes  is  occupied  by  cases  pre- 
senting innumerable  differences  in  the  severity  and  number 
of  the  symptoms,  and  in  the  pei-iods  of  time  occupied  by 
the  various  manifestations. 

With  regard  to  the  primary  induration,  it  is  very  ques- 
tionable whether  any  relation  exists  between  its  amount, 
and  the  severity  or  prolongation  of  the  subsequent  sym- 
ptomSj  and  the  same  remark  holds  good  with  regard  to 
the  amount  of  the  induration  and  swelling  of  the  neigh- 
bouring glands.  A  gradual  and  progressive  diminution 
in  the  size  of  the  glands  is  a  favorable  symptom.  It  has 
been  supposed  that  the  locality  of  the  primary  induration 
influences  the  course  of  the  disease,  and  that  severe  sym- 
ptoms are  likely  to  follow  infection  on  the  fingers.  It 
cannot,  however,  be  regarded  as  certain  that  any  differ- 
ences of  this  kind  really  exist;  the  severity  of  the  sym- 
ptoms in  these  cases  may  be  due  to  the  fact  that  the 
lesion  was  overlooked  or  disregarded  for  some  time.  As 
a  matter  of  course,  the  occurrence  of  phagedeena  renders 
the  prognosis  decidedly  unfavorable  as  regards  immediate 
consequences  and  the  future  results  of  the  case. 

The  secondary  manifestations  are  of  more  assistance  in 
the  prognosis.  If  these  be  of  a  mild  character,  e.g.  if  the 
eruption  be  roseolous,  and  not  papular  or  pustular,  the 
disease,  in  all  probability,  will  be  of  a  mild  type.  On  the 
other  hand,  the  early  appearance  of  a  papular  eruption 
indicates  a  severe  form  of  syphilis  ;  and  the  development 
of  pustules,  followed  by  severe  ulceration,  renders  the 
prognosis  very  unfavorable.  Eruptions  covered  with  rupial 
crusts  are  the  most  serious  of  all.  Their  liability  to  be 
followed  by  cerebral  and  spinal  disorders  has  been  already 
referred  to  (see  pages  26,  69,  and  216). 

The  development  of  gummatous  growths  likewise  renders 
the  prognosis  grave.     Considerable  destruction  of  tissue. 
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and  tlie  probability  that  similar  formations  will  take  place 
in  internal  organs,  constitute  tlie  principal  elements  of 
danger.  Wlien  this  gummatous  or  tertiary  stage  lias  been 
readied,  mucb.  will  depend  upon  tbe  organ  affected  and 
upon  tlie  general  condition  of  tbe  patient.  If,  for  example, 
tbe  lesions  are  superficial,  tbe  prognosis  will  be  more 
favorable  tban  if  tbe  symptoms  indicate  an  affection  of  tbe 
nervous  system,  or  of  tbe  liver,  or  otber  important  organs. 
Witb  regard  to  cerebral  sypbilis,  tbe  prospects  of  improve- 
ment and  recovery  under  suitable  treatment  are,  ceteris 
paribus,  greater  tban  wben  tbe  symptoms  are  due  to  otber 
causes.  Tbe  coexistence  of  severe  visceral  disease  witb 
otber  manifestations  of  tertiary  sypbilis  is  a  sign  of  grave 
import.  A  state  of  cacbexia  dependent  upon  affections  of 
tbe  skin  or  bones  is  less  serious  tban  a  similar  condition 
due  to  disease  of  some  internal  organ. 

The  general  condition  and  the  constitution  of  tbe  patient 
are  important  elements  in  forming  a  prognosis.  If  a 
bealthy  young  adult  contracts  sypbilis,  and  is  fortbwitb 
subjected  to  proper  treatment,  tbe  probability  is  tbat  com- 
plete recovery  will  take  place.  If  tbe  patient  at  tbe  time 
of  infection  was  in  a  more  or  less  unbealtliy  condition  from 
any  cause,  tbe  prognosis  becomes  proportionately  unfavor- 
able. Scrofulous  subjects  are  especially  prone  to  tbe 
pustular  forms  of  eruption,  and  to  ulcerative  affections  of 
tbe  skin,  and  wben  tuberculous  patients  become  sypbilitic 
tbe  lesions  are  almost  always  severe,  tbe  two  diseases 
mutually  influencing  eacb  otber  in  an  unfavorable  manner. 
Wben  sypbilis  is  complicated  by  Brigbt's  disease  its  course 
is  usually  rapid  and  severe. 

Tbe  habits  of  tbe  patient,  botb  before  and  after  infec- 
tion, materially  influence  tbe  course  of  tbe  disease,  and 
bave  tberefore  an  important  bearing  upon  tbe  question  of 
prognosis.  The  elimination  of  tbe  poison  is  promoted  by 
everything  wbicb  tends  to  improve  tbe  general  health, 
and  is  retarded  by  all  habits  of  an  opposite  character. 
Of  th  ese  latter,  drunkenness  is  certainly  the  most  potent 
for  evil.    The  dogma  tbat  "  sypbilis  is  best  preserved  by 
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alcohol  is  one  upon  wliich  it  is  impossible  to  lay  too 
much  stress.  All  other  forms  of  dissipation  are  hurtful 
in  a  degree  corresponding  to  their  extent  and  effect  upon 
the  general  health,  and  all  other  unhealthy  conditions,  e.g. 
want  of  cleanliness,  insufficient  nourishment,  exposure  to 
cold  and  damp,  &c.,  have  a  more  or  less  decided  effect  in 
increasing  the  severity  of  syphilis. 

With  regard  to  age  as  influencing  the  prognosis,  it  has 
been  mentioned  in  a  previous  page  that,  as  a  general  rule, 
syphilis  contracted  after  the  age  of  forty  is  a  much  more 
serious  affection  than  in  younger  subjects.  Patients  in 
middle  life  seldom  get  rid  of  the  disease,  and  with  advanc- 
ing years  the  probability  of  visceral  complications  and  of 
other  unfavorable  conditions  becomes  increased.  The 
prognosis  in  cases  of  the  hereditary  disease  will  be  found 
in  a  subsequent  chapter. 

There  is  much  difference  of  opinion  with  regard  to  the 
question  of  influencing  the  intensity  of  the  disease. 

It  is  generally  stated  that  women,  as  a  rule,  suffer  more 
severely  than  men,  but  my  own  experience  leads  me 
to  an  opposite  conclusion.  It  is  no  doubt  true  that  some 
of  the  most  severe  manifestations  of  syphilis  are  seen  in 
women,  viz.  in  prostitutes  of  the  lowest  stamp,  but  in 
tliese  cases,  the  severity  of  the  disease  is  due  to  the 
coexistence  of  several  unfavorable  conditions.  If,  how- 
ever,'we  compare  the  results  of  syphilis  upon  men  and 
women  belonging  to  the  well-to-do  classes,  and  placed,  as 
nearly  as  possible,  under  similar  conditions,  it  will  be 
found  that  women  generally  are  far  less  severely  affected 
than  men,  and  that  they  recover  more  completely  and  in 
a  shorter  time.  Probably  this  difference  is  to  be  attributed, 
in  part  at  least,  to  the  difference  in  habits  before  and 
after  infection  ;  but  I  think  that  the  process  of  menstrua- 
tion plays  a  still  more  important  part  in  diminishing  the 
severity  of  the  disease,  by  its  depurative  action  on  the 
blood  and  other  fluids  of  the  body.  For  remarks  on  the 
prognosis  in  cases  of  malignant  syphilis,  the  reader  is 
referred  to  the  chapter  on  that  subject. 
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There  is  one  other  point  to  be  considered,  viz.  the 
question  of  treatment.  As  a  matter  of  course,  the  prog- 
nosis, cseteris  paribus,  is  much  more  favorable  in  patients 
who  are  subjected  to  early  and  appropriate  treatment,  and 
attend  implicitly  to  all  instructions,  than  in  patients  under 
opposite  conditions.  The  prognosis  will  also  be  guided, 
to  some  extent,  by  the  manner  in  which  th.e  remedies  (and 
especially  mercury)  act  upon  the  system  generally  and 
upon  the  manifestations  of  the  disease.  If  little  effect  be 
produced,  and  if  the  patient's  general  health  seems  to 
become  impaired  during  the  course  of  treatment,  and 
especially  if  salivation  is  rapidly  caused,  the  prognosis 
will  be  unfavorable.  On  the  other  hand,  when  the 
treatment  is  followed  by  decided  improvement  of  all 
symptoms,  and  tolerance  of  the  remedies  is  observed,  the 
prognosis  becomes  hopeful  and  the  probabilities  of  an 
ultimate  cure  are  greatly  increased.  The  question  as  to 
the  possibility  of  syphilis  being  cured  has  been  already 
referred  to  in  the  chapter  on  Syphilitic  Reinfection. 
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CHAPTER  XXIV 

HEREDITARY  SYPHILIS 

The  fact  tliat  sypliilis  is  transmissible  from  parent  to 
offspring  was  recognised  by  writers   of  the  sixteenth 
century.     Paracelsus,  in  a  book  published  in  1558,  wrote 
"  Morbus  gallicus  et  h^reditario  jure  ac  contagii  consortio 
communicari  posse."     Another  writer,  Augier  Ferrier,  in 
1553,  stated  that  hereditary  syphilis  bad  three  possible 
sources  of  origin,  (1)  the  semen  of  a  syphilitic  father;  (2) 
tbe  impregnated  ovule  of  a  sypbilitic  motber  ;  and  (3) 
infection  of  the  foetus  by  the  blood  of  the  mother  who 
bad  acquired  syphilis  after  conception.     This  view  was 
adopted,  either  partially  or  entirely,  by  several  authorities 
in  the  seventeenth  century.     Hunter  denied  the  hereditary 
transmissibility  of  syphilis  from  a  father,  the  subject  of 
the  constitutional  disease.     This  opinion  was  in  accordance 
witb  bis  theory  that  the   secondary  manifestations  of 
syphilis  are  not  infectious.     At   the  beginning  of  the 
present  century,  Swediaur  contended  tbat  syphilis  may 
be  inherited,  and  that  in  almost  every  case  of  the  kind 
the  disease  is  transmitted  from  the  father  and  not  from 
the  mother.      Cullerier  and  others,    on   the  contrary, 
asserted  that  syphilis  is  transmitted  to  the  foetus  througb 
the  mother  alone.     Ricord  at  first  adopted  Hunter's  view, 
but  afterwards  allowed  that  hereditary  transmission  might 
occur,  but  only  as  an  exception  to  the  general  rule.  It 
is  now,  however,  universally  admitted  that  syphilis  in  the 
child  may  be  derived  from  either  parent ;  and  that  the 
general  result  is  the  same  whether  the  father  or  the  mother 
is  affected. 
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The  stao-e  wliicli  the  disease  has  attained  in  one  or 
other  parent  is  a  point  of  much  practical  importance.  If 
the  father  is  suffering  from  a  primary  sore  and  has  infected 
his  wife,  it  is  doubtful  whether  his  disease  will  exert  any 
immediate  influence  upon  the  ovule  which  he  impregnates, 
but  which  will  become  syphilitic  owing  to  the  infection  of 
the  mother.  If,  however,  the  husband  is  the  subject  of 
decided  constitutional  syphilis,  but  has  no  sores  from 
which  direct  infection  of  his  wife  can  take  place,  the 
syphilitic  semen  will  nevertheless  convey  the  disease  to 
the  ovule.  The  question  as  to  whether  in  such  a  case  the 
mother  can  remain  free  from  the  disease,  or  must  neces- 
sarily be  infected  by  the  foetus,  will  be  subsequently 
discussed. 

Another  very  important  question  refers  to  those  cases 
in  which  the  father,  having  suffered  from  decided  con- 
stitutional syphilis,  was  nevertheless  free  from  any  signs 
thereof  at  the  time  when  impregnation  took  place.  It 
would  appear  that  under  these  circumstances  the  ovum 
may  either  escape  or  become  infected,  and  that  any 
opinion  in  the  way  of  prognosis  must  be  based  only  on 
probability.  It  is  almost  impossible  to  assert  that  a 
person,  who  has  once  had  syphilis,  has  become  absolutely 
free  from  it ;  even  if  the  most  careful  examination  fails  to 
detect  any  existing  indications  of  its  presence.  Cases 
are  often  seen  in  which  the  patient  for  shorter  or  longer 
intervals,  is  apparently  free  from  the  disease,  which,  how- 
ever, manifests  its  existence  later  on  in  an  unmistakable 
manner.  Such  a  man  may  during  these  intervals  beget 
healthy  children,  and  the  mother  may  remain  apparently 
unaffected.  The  more  recent  the  disease  in  the  father, 
even  though  obvious  manifestations  be  wanting,  the  more 
likely  are  the  child  and  mother  to  become  infected. 

In  th  ose  cases  in  which  the  wife  of  a  syphilitic  husband 
gives  birth  to  diseased  children  or  repeatedly  miscarries, 
it  has  been  often  observed  that  the  woman's  health 
suffers  in  a  marked  though  indefinite  manner;  but  that 
for  some  time  she  presents  no  decided  manifestations  of 
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syphilis.  These,  however,  make  their  appearance  at  a 
later  stage,  and  are  to  be  attributed  to  the  repeated 
reception  of  the  syphilitic  virus  through  the  fa3tus  during 
the  successive  pregnancies.  In  another  class  of  cases 
the  symptoms  appear  in  the  woman  during  her  first  preg- 
nancy. The  general  rule  therefore  is  that  the  ovum, 
rendered  syphilitic  by  the  semen  of  the  father,  transmits 
the  disease  to  the  mother ;  that  is  to  say,  the  father^s 
disease  is  communicated  not  only  to  the  ovum  but  to  the 
mother  as  well,  and  this  without  any  primary  lesion  neces- 
sarily manifesting  itself  on  the  person  of  the  latter.  The 
constitutional  symptoms  are  those  which  first  make  their 
appearance. 

A  French  obstetrician,  Gardien,  in  1824,  was  the  first 
to  call  attention  to  the  above  circumstances.  His  state- 
ments were  afterwards  confirmed  by  Ricord,  who  asserted 
that  when  a  man,  the  subject  of  secondary  syphilis,  infects 
his  wife,  he  does  so  by  causing  her  to  become  pregnant. 

The  subject,  however,  was  brought  more  prominently 
before  the  notice  of  the  profession  by  Abraham  Colles  in 
his  work  entitled  '  Practical  Observations  on  the  Venereal 
Disease,'  and  published  in  1837.  His  preliminary  remarks 
are  as  follows  : — "  I  must  state  a  fact  which,  though  I  am 
unable  to  explain  it,  has  been  forced  on  my  observation 
by  more  than  five  or  six  instances ;  namely,  that  a  newly 
married  man,  who  is  himself  free  from  every  appearance 
of  syphilis  and  every  other  disease,  shall  yet  infect  his 
wife  in  such  a  manner  that  secondaiy  symptoms  shall 
appear  in  her  a  few  months  after  marriage,  and  these  not 
preceded  by  any  primary  symptoms,  or  by  any  discharge 
whatever  from  the  genitals.  And  though  among  these 
secondary  symptoms,  some  raised  ulcers  shall  fix  upon 
the  external  pudenda  of  the  wife,  yet  the  husband  shall 
very  rarely  suffer  in  any  manner  from  these.  The  hus- 
band, when  questioned,  will  admit  that  at  some  period 
within  nine  months  antecedent  to  his  marriage,  he  had 
contracted  a  venereal  disease ;  that  he  had  undergone 
-mercurial  treatment  by  which  all  his  symptoms  were 
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removed,  and  tliat  he  liad  been  declared  by  hia  surgeon  to 
have  been  cured.  ...  In  the  ordinary  time  his  wife 
becomes  pregnant,  and  carries  the  child  until  the  seventh 
or  eight  month,  when  abortion  takes  place.  .  .  .  The 
same  fatality  attends  in  the  second,  third,  and  perhaps 
fourth  pregnancy.  .  .  .  Sometimes  the  child  is  pro- 
duced alive,  but  in  such  a  weakly  and  emaciated  state 
that  it  does  not  survive  more  than  a  few  hours  ;  and  such 
often  bear  unequivocal  marks  of  the  venereal  disease.'^* 

Colles^  observations  were  followed  some  years  later  by 
those  of  Bouchut  and  Hutchinson,  and  during  the  last 
thirty  or   forty  years,   many  cases  illustrating  Colles' 
remarks  have  been  placed    on  record.     It  sometimes 
happens  that  the  woman  exhibits  secondary  symptoms, 
such  as  condylomata,  roseola,  ulcers  in  the  throat,  falling 
off  of  the  hair,  glandular  induration,  &c.     In  other  cases 
the  symptoms  are  those  of  the  tertiary  period.  When 
the  symptoms  belong  to  the  former  category  they  usually 
come  on  at  an  earlier  date,  perhaps  in  the  third  or  fourth 
month  of  the  pregnancy,  and  in  these  cases  it  is  generally 
noticed  that  the  father's  infection  is  of  a  comparatively 
recent  date.     As  stated  above,  the  symptoms  in  the 
mother  do  not  always  appear  during  the  first  pregnancy 
or  immediately  after  it.     She  may  remain  apparently 
healthy,  or  the  symptoms  may  be  of  a  very  slight,  ill- 
defined  character,  such  as  more  or  less  aneemia,  loss  of 
appetite,  transient  neuralgia,  debility,  leucorrhoea,  gradual 
loss  of  hair,  &c.     In  another  group  of  cases,  after  subse- 
quent pregnancies  decided  symptoms,  such  as  condylo- 
mata, psoriasis  of  the  tongue  and  hands,  throat-affections, 
&c.,  make  their  appearance,  and  relief  from  these  is  to  be 
obtained  from  specific  treatment  alone.     This  mode  of 
acquiring  syphilis  has  been  designated  by  French  writers 
"  choc  en  retour.'' 

Further  proof  of  the  infection  of  the  mother  through 
a  syphilitic  foetus  is  afforded  by  the  fact  that,  even  if 
obvious  manifestations  of  the  disease  be  absent,  she  is 

*  Colles'  works,  New  Syd.  Soc.  edition,  p.  252,  et  seq. 
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very  rarely  infected  by  tbe  infant  she  suckles,  wbereas 
sucb  a  child  would,  in  all  probability,  communicate  the 
disease  to  a  healthy  wet-nurse.  This  fact  forms  the  basis 
of  the  generalisation  which  has  been  termed  "  Colles'  law." 
This  author  sums  up  his  experience  as  follows  : — "  The 
following  fact  appears  to  me  very  deserving  of  notice  :  I 
have  never  seen  or  heard  of  a  single  instauce  in  which  a 
syphilitic  infant  (although  its  mouth  be  ulcerated)  suckled 
by  its  own  mother  had  produced  ulceration  of  her  breasts, 
whereas  very  few  instances  have  occurred  where  a  syphi- 
litic infant  had  not  infected  a  strauge,  hired  wet-nurse, 
and  who  had  been  previously  in  good  health."*  There 
is  also  the  additional  and  very  important  fact  that  the 
mother  in  this  case  may  present  no  obvious  venereal 
symptoms. 

Colles'  law  has  been  confirmed  by  the  experiments  in 
which  attempts  have  been  made  to  inoculate  syphilis  upon 
the  mothers  of  syphilitic  children.  In  no  case  were  these 
successful. 

It  must,  however,  be  admitted  that  many  reliable 
observers  refuse  to  accept  Colles'  law  as  being  universally 
applicable,  and  they  answer  with  a  decided  affirmative 
the  question.  Can  a  healthy  mother  bear  a  syphilitic 
child  ?  Kassowitz's  statistics  are  very  important  in  this 
respect. t  He  states  that  in  the  Vienna  Asylum  for 
Foundlings,  out  of  400  children  with  hereditary  syphilis 
166  had  healthy  mothers,  in  122  cases  the  mothers  were 
syphilitic,  and  in  the  remainder  of  the  cases  the  condition 
of  the  mothers  was  unknown.  He  also  mentions  seventy- 
six  other  cases,  in  forty-three  of  which  the  mothers  were 
healthy,  in  twenty-three  both  parents  were  syphilitic,  and 
in  ten  the  mothers  alone  were  diseased. 

Those  who  deny  the  possibility  of  the  mother's  becoming 
infected  through  the  foetus,  believe  that  the  cases  adduced 
in  support  of  Colles'  law  have  been  imperfectly  observed, 
and  are  therefore  not  to  be  depended  upon.    Dr.  Bum- 

*  Colles,  1.  c,  p.  271. 

t  '  Die  Vererbuug  dcr  Syphilis/  Vicnnn,  1876,  p.  23,  et  seq. 
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stead*  thinks  that  either  the  initial  lesion  in  the  father 
has  been  overlooked,  or  else  that  of  the  mother  has  escaped 
notice,  by  reason  of  its  trifling  character  or  its  inaccessible 
position.  He  also  lays  stress  upon  the  fact  that  in  many 
cases  the  disease  is  fully  developed  in  the  mother  before 
the  birth  of  the  child,  who  may  manifest  no  symptoms 
until  several  weeks  after  birth.  He  entirely  repudiates 
the  view  that  at  each  successive  pregnancy  a  woman 
receives  fresh  supplies  of  the  poison,  which  thus  increases 
in  amount  and  intensity. 

A  case  has  been  recently  reportedf  in  which  a  woman 
gave  birth  to  two  syphilitic  children  in  succession,  and 
was  infected  by  the  second  child  during  suckling.  "  A 
man,  aged  thirty,  contracted  syphilis  eleven  years  ago,  but 
has  remained  free  from  symptoms  during  the  past  nine  years. 
His  marriage,  which,  took  place  three  years  ago,  was  fol- 
lowed by  the  birth  of  a  syphilitic  child  at  the  end  of  the  first 
year.  A  second  child,  born  at  the  end  of  the  third  year, 
exhibited  when  a  fortnight  old  a  roseolous  eruption  and 
ulcers  about  the  mouth.  The  mother  suckled  the  child, 
with  the  result  that  a  fissure  on  her  left  nipple  became 
converted  into  a  well-marked  hard  chancre,  and  this  was 
followed  by  a  copious  eruption  of  roseola.^'  This  case  is 
cited  in  proof  of  the  assertion  that  a  woman  may  give 
birth  to  several  syphilitic  children  without  being  neces- 
sarily infected.  Lancereaux  says  that  he  has  twice 
observed  congenital  syphilis  in  children  whose  mothers 
had  never  presented  any  symptom.  Cases  of  a  different 
character  and  tending  to  support  this  view  have  also  been 
recorded.  It  is  stated  that  women  who  have  borne 
syphilitic  children,  have  given  birth  to  perfectly  healthy 
infants  after  marriage  with  a  second  and  healthy  husband. 
Such  instances,  however,  do  not  really  contradict Colles' 
law.'^  It  is  often  seen  that  where  the  father  is  syphilitic, 
several  children  may  show  signs  of  the  inherited  disease 

*  'Venereal  Diseases/  p.  744. 

t  Guibout,  'Nouvelles  LeQons  CHniqnes  sur  lea  Maladies  de  la  Peau,' 
Paris,  1879.    Quoted  by  Zeissl,  1.  c,  p.  738. 
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and  be  followed  by  otliers  apparently  free  from  any  trace 
of  it. 

The  question  as  to  the  complete  validity  of  Colles'  law 
is  still  suh  judice.  Some  authorities  state  that  the  mother 
of  a  childj  the  subject  of  hereditary  syphilis  derived  from 
the  father,  cannot  remain  healthy ;  others  say  that  she  is 
always  unaffected,  while  a  third  class  aver  that,  as  a 
general  rule,  she  remains  healthy  but  in  exceptional  cases 
becomes  affected.  Some  again  lay  stress  upon  the  condi- 
tion of  the  mother's  nipples,  and  assert  that  if  these  are 
cracked,  she  will  become  infected  by  suckling  her  infant, 
but  that  if  they  are  sound  she  will  escape.  If  it  be  true 
that  every  mother  of  a  syphilitic  infant  is  saturated  with 
syphilis  and  cannot  be  further  infected,  it  is  not  easy  to 
explain  why  succeeding  pi-egnancies  should  be  followed 
by  manifestations  of  syphilis. 

When  the  disease  in  the  father  is  in  the  tertiary  stage 
it  is  not,  in  the  majority  of  cases,  capable  of  hereditary 
transmission.  In  this  case,  both  mother  and  child  escape 
notwithstanding  that  the  father  may  exhibit  gummata, 
necrosis  of  bone  and  other  evidences  of  syphilis.  Many 
instances  of  this  character  have  been  placed  on  record.  I 
have  never  seen  a  case  of  hereditary  transmission  from  a 
father  presenting  these  symptoms.  It  is,  however,  impos- 
sible to  assert  positively  in  any  given  case,  that  the  dis- 
ease has  reached  such  a  stage  that  hereditary  transmission 
need  no  longer  be  feared. 

Syphilis  in  the  child  may  be  derived  from  the  mother, 
the  father  being  perfectly  healthy.  If  the  affection  is 
recent  in  the  mother,  the  child  will  almost  certainly  suffer. 
Abortions  are  very  apt  to  occur ;  in  other  cases  there  are 
several  children  with  evidences  of  syphilis,  but  in  the 
course  of  time  the  woman  may  give  birth  to  a  child  appa- 
rently in  perfect  health.  Sterility  is  sometimes  observed 
in  women  the  subjects  of  inveterate  syphilis.  When  the 
tertiary  stage  has  been  reached  and  the  woman  becomes 
pregnant,  the  probabilities  are  the  same  as  when  the  dis- 
ease is  in  the  same  stage,  on  the  father's  side. 
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Witli  regard  to  the  manifestations  in  tlie  cliildj  there 
are  no  characteristics  whereby  infection  from  the  father 
can  be  distinguished  from  the  receipt  of  the  disease  through 
the  mother.  It  would  moreover  appear  that  abortions  are 
equally  common  in  both  cases.  When  both  parents  are 
syphilitic  the  prognosis  is  highly  unfavorable^  much  more 
so  than  when  only  one  is  affected.  It  is  improbable  that 
the  disease  will  be  extinguished  in  both  parents  ;  and  even 
if  one  becomes  free  from  it,  the  other  remains  to  infect 
any  succeeding  progeny. 

The  shorter  the  interval  between  the  infection  of  one 
or  both  parents  and  impregnation,  the  greater  the  liability 
of  the  foetus  to  become  affected.  If,  for  example,  either 
parent  be  the  subject  of  syphilitic  roseola  or  an  early 
papular  eruption,  transmission  of  the  disease  is  practically 
certain  j  whether  the  same  can  be  affirmed  of  a  case  in 
which  the  father  at  the  time  of  impregnation  had  not 
developed  any  secondary  manifestations,  has  not  yet  been 
determined,  but  it  is  highly  improbable  that  the  child 
would  escape.  Transmission  may  certainly  take  place 
when  all  symptoms  are  latent  in  the  parents  ;  such  latency 
being  either  a  spontaneous  phenomenon  or  the  result  of 
treatment.  When  a  long  period  has  transpired  since  the 
infection  of  the  parents,  no  definite  prediction  can  be  made  ; 
as  a  general  rule,  infection  within  three  years  renders 
transmission  certain  ;  after  that  time  much  depends  upon 
the  health  of  the  parents,  and  upon  whether  a  proper  course 
of  treatment  has  been  adopted,  but  even  under  apparently 
favourable  circumstances,  transmission  may  take  place  ten 
years  after  infection ;  such  cases,  however,  are  decidedly 
exceptional. 

Should  impregnation  take  place  when  the  disease  is  very 
marked  and  recent  in  one  or  both  parents,  early  abortion 
is  the  most  probable  result.  Succeeding  pregnancies  will 
probably  terminate  in  a  similar  manner ;  after  a  while 
perhaps,  a  still-born  seven  months'  child,  presenting  many 
symptoms  of  inherited  syphilis,  will  come  into  the  world, 
and  after  a  due  interval  a  child  may  be  born  alive,  but 
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dies  soon  after  birtli.  Should  the  woman  again  become 
pregnant,  she  may  give  birth  to  a  child  apparently  healtliy 
but  exliibiting  syphilitic  symptoms  when  a  few  weeks  old. 
Sucli  results  indicate  tlie  gradual  extinction  of  the  disease, 
tlie  eventual  completion  of  the  process  being  demonstrated 
by  tbe  fact  that  the  woman  gives  birth  to  a  perfectly 
healthy  infant.  This  result  is  almost  always  attainable 
if  systematic  treatment  be  adopted.  If  a  woman  who  has 
given  birth  to  several  syphilitic  children,  be  subjected  to 
a  proper  course  of  mercury,  the  good  results  of  the  treat- 
ment will  certainly  be  exhibited  in  any  succeeding  preg- 
nancies, the  children  being  almost  free  from  disease,  or  in 
many  cases  appearing  perfectly  healthy.  If,  however,  the 
treatment  be  imperfect,  there  may  be  some  improvement 
in  the  first  child  born  afterwards,  but  the  disease  will 
probably  reappear  in  any  succeeding  children. 

The  next  question  refers  to  the  case  of  a  mother,  healthy 
at  the  time  of  impregnation,  but  who  subsequently  con- 
tracts syphilis  during  pregnancy.  Will  the  disease  be 
communicated  to  the  foetus  through  the  placental  circula- 
tion ?  Some  authorities  are  of  opinion  that  such  infection 
does  not  take  place  if  the  mother  becomes  affected  during 
the  former  haK  of  her  pregnancy.  Others,  on  the  con- 
trary, think  that  syphilis,  acquired  by  the  mother  after 
the  fourth  or  fifth  month,  is  not  transmitted  to  the 
offspring  ;  others  again,  as  will  be  seen  presently,  utterly 
deny  the  possibility  of  syphilis  being  transmitted  in  this 
manner.  The  probability  is  that  the  child  is  liable  to 
become  infected,  if  syphilis  be  contracted  by  the  mother 
at  any  time  before  the  last  month  of  pregnancy.  The 
favorable  influence  of  mercurial  treatment  is  well  seen  in 
cases  of  this  nature. 

On  this  question,  viz.  as  to  whether  syphilis  can  be 
conveyed  through  the  utero -placental  circulation.  Dr. 
Bumstead*  again  comes  forward  as  an  opponent  of  the 
views  generally  held.  He  asserts  that  syphilis  of  the 
mother,  acquired  during  pregnancy,  cannot  be  conveyed 

»  L.  c.  p.  742. 


HEEEDITARY  SYPHILIS 


271 


to  the  foetus  tlirougli  the  utero-placental  circulation  ;  and 
in  this  opinion  he  is  supported  by  Barensprung,  Kasso- 
witz,  and  Pick.  He  takes  it  for  granted,  however,  that 
the  essential  vehicles  of  the  syphilitic  poison  are  cells  or 
albuminoid  molecules  derived  from  an  active  syphilitic 
lesion/'  and  that  "  after  fecundation  the  embryo  is  not 
supplied  with  cells  of  any  kind,  but  simply  with  serum. 
There  is,  therefore,  after  the  occurrence  of  conception,  no 
possibility  of  the  transmission  of  syphilis." 

With  regard,  however,  to  the  interchange  of  materials 
through  the  utero-placental  circulation,  it  is  true  that 
there  is  no  real  continuity  between  the  two  sets  of  vessels  ; 
the  tufts  of  the  foetal  vessels  are  separated  from  the  blood 
of  the  mother  by  a  basement  membrane  and  a  layer  of 
cells,  and  the  non-existence  of  any  communication  is 
further  shown  by  the  different  size  of  the  blood-corpuscles 
in  the  foetus  and  in  the  parent.  It  is,  however,  going  too 
far  to  assume  that  albuminoid  molecules  (supposing  that 
the  vehicles  of  the  syphilitic  poison  are  of  this  nature) 
cannot  pass  with  the  liquor  sanguinis  from  the  one  system 
into  the  other.  There  is  no  doubt  that  the  blood  of  the 
mother  may  become  impregnated  with  substances,  or 
impressed  with  attributes  originally  belonging  to  the  male 
parent,  and  may  impart  these  to  the  products  of  subse- 
quent conceptions  by  a  different  father.  Unmistakable 
instances  of  this  nature  are  often  seen  in  animals,  and 
they  furnish  a  strong  support  for  the  theories  under 
discussion,  viz.  that  syphilis  may  be  communicated  to  the 
mother  from  the  foetus,  and  vice  versa,  through  the  medium 
of  the  utero-placental  circulation. 

It  would  seem  that  the  date  at  which  the  mother 
acquires  syphilis  during  her  pregnancy  influences  the 
course  of  the  phenomena  in  the  offspring.  If  the  infection 
take  place  during  the  later  months  of  pregnancy  the 
symptoms  will  in  all  probability  appear  during  the  first 
few  weeks  of  the  child's  existence,  and  will  be  of  a  severe 
character.  If  the  disease  be  acquired  by  the  mother 
during  the  second  or  third  month,  abortion  is  likely  to 
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occur  ;  but  if  the  child  is  carried  to  the  full  terra,  the 
constitutional  manifestations  may  be  expected  to  be  less 
severe  and  later  in  their  appearance  than  in  the  former 
case. 

Latency  of  the  Symptoms  of  Hereditary  Syphilis. 

— Eeference  has  been  already  made  to  the  fact  that  the 
children  of  syphilitic  parents  often  show  no  signs  of  the 
inherited  disease  at  birth ;  its  presence,  however,  is  sooner 
or  later  manifested  by  unmistakable  symptoms.  The 
interval  is  sometimes  considerable,  and  this  characteristic 
of  latency  constitutes  one  of  the  differences  which  exist 
between  the  acquired  and  the  hereditary  forms  of  the 
disease.  It  may  be  laid  down  as  a  general  rule  that  the 
period  at  which  hereditary  symptoms  manifest  themselves 
depends  upon  the  condition  of  the  disease  in  the  parents. 
The  more  recent  the  infection  and  the  moi'e  marked  the 
evidences  thereof,  the  earlier  and  the  more  decided  will  be 
the  manifestations  in  the  progeny.  Abortions,  miscar- 
riages, death  of  the  foetus,  a  child  born  with  marked 
symptoms,  another  with  mild  symptoms,  are,  so  to  speak, 
measures  of  the  intensity  or  otherwise  of  the  parent's 
disease.  If  the  disease  in  the  father  or  mother  be  almost 
extinct  at  the  time  of  impregnation,  the  child,  when  born, 
may  be  to  all  appearances  perfectly  healthy,  and  may  either 
remain  so  or  else  develope  symptoms  of  syphilis  some 
months  or  years  afterwards. 

In  a  large  majority  of  cases,  the  symptoms  of  hereditary 
syphilis  appear  either  at  birth  or  some  time  during  the 
first  three  months.  It  is  only  in  exceptional  cases  that 
the  outbreak  of  the  symptoms  is  deferred  until  the  fifth 
or  sixth  month.  Diday's  statistics  of  158  cases  show  that 
in  146  the  symptoms  appeared  during  the  first  three 
months,  and  that  in  86  they  appeared  before  the  end  of 
the  first  month.  In  124  cases  closely  observed  by  Kasso- 
witz,  the  symptoms  in  every  instance  were  developed 
during  the  first  three  months — in  66  in  the  first  month ; 
in  40  in  the  second;  in  18  in  the  third  month. 
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Wlien  the  manifestations  of  syphilis  are  delayed  beyond 
the  third  month,  it  may  generally  be  anticipated  that  the 
complaint  will  assume  a  comparatively  mild  form  and 
will  yield  readily  to  treatment.  Many  cases  have  been 
placed  on  record  showing  that  the  outbreak  of  the  disease 
may  be  deferred  till  a  much  later  period.  Ricord  described 
a  case  in  which  the  patient  was  seventeen  years  old  when 
the  first  symptoms  showed  themselves.  He  has  also 
mentioned  cases  in  which  forty  (!)  years  passed  before  the 
symptoms  appeared.*  There  must,  however,  always  be 
considerable  doubt  about  cases  of  this  kind.  In  a  case 
recorded  by  Bouchut,  the  patient,  a  girl,  had  reached  ten 
years  when  symptoms  showed  themselves  in  the  form  of 
destructive  ulceration  of  the  nasal  septum  and  perforation 
of  the  palate.  In  many  cases  of  alleged  late  outbreak,  it 
is  very  probable  that  the  signs  which  existed  in  early  life 
were  overlooked  or  misinterpreted ;  and  considering  the 
many  channels  by  which  the  poison  of  syphilis  may  gain 
access  to  the  system,  it  is  possible  that  in  a  considerable 
proportion  of  the  cases,  -the  symptoms  were  really  those  of 
the  acquired  form  of  the  disease.  That,  however,  the 
symptoms  may  occasionally  be  latent  for  several  years  has 
been  placed  beyond  dispute.  Zeissl  noticed  a  case  in 
which  the  patient  was  fourteen  years  of  age  when  the 
symptoms  appeared.  He  regards  it  as  possible  that the 
children  of  a  father,  the  subject  of  latent  syphilis,  may 
appear  quite  healthy  at  birth  and  may  remain  so  for  some 
years,  when  gradually  gummatous  infiltration  becomes 
developed  in  the  skin  of  various  parts  (syphilitic  lupus) 
and  is  soon  followed  by  ulcerative  destruction  of  the  soft 
palate  and  nasal  mucous  membrane  (ozaena,  &c.),  diseases 
of  the  bones,  symptoms  which  in  former  times  were  often 
regarded  as  manifestations  of  scrofula,  Zeissl  separates 
the  hereditary  syphilis,  which  appears  in  a  secondary  form 
soon  after  birth,  from  that  which  supervenes  later  on  and 
presents  tertiary  manifestations ;  the  former  he  describes 

•  Quoted  by  Diday,  "Infantile  Syphilis,"  «Ne\v  Syd.  Soc. Trans.,'  p.  115. 
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as  congenital  syphilis  ;  the  later,  as  latent  hereditary 
syphilis.  The  statistics  of  Diday  and  Kassowitz  have 
shown  that  the  latency  of  the  symptoms  is  an  exceedingly 
rare  phenomenon.  Diday  doubts  the  possibility  of  syphilis 
remaining  latent  during  many  years,  and  bursting  forth 
only  at  an  adult  age.  He  adds,  "  From  the  moment  that 
the  idea  of  hereditary  syphilis  remaining  latent  till  the  age 
of  twenty  or  thirty  was  adopted,  this  dogma  might  evi- 
dently serve  as  a  cloak  for  all  delinquents.  Sons  would 
then  exculpate  themselves  without  ceremony  at  the  expense 
of  their  fathers.  .  .  .  The  social  and  moral  conse- 
quences of  such  a  doctrine  are  evident  enough.* 


Symptoms  op  HEUEDiTAiiY  Syphilis 

When  the  foetus  dies  in  utero  and  is  prematurely  ex- 
pelled, it  is  found  to  be  more  or  less  decomposed,  and 
often  to  such  an  extent  that  nothing  peculiar  can  be  dis- 
tinguished. The  epidermis  is  softened,  raised  into  bullas, 
and  detached  over  large  portions  of  the  surface.  If  the 
child  is  carried  to  the  full  term,  and  dies  before  delivery,  the 
body  will  be  found  much  emaciated,  but  traces  of  syphilis  on 
the  surface  may  be  either  present  or  absent.  But  even  if 
cutaneous  symptoms  be  absent,  certain  changes  in  the 
epiphyses  of  the  long  bones,  and  in  the  cartilages  of  the 
"ribs,  are  invariably  present.  These  consist  of  thickening 
of  the  periosteum,  the  formation  of  osteophytes,  and  dis- 
colouration and  softening  of  the  spongy  tissue  of  the  bones 
in  the  neighbourhood  of  the  epiphyses.  Changes  are  also 
frequently  found  in  some  of  the  internal  organs,  especially 
the  liver  and  lungs.  In  the  former  diffuse  gummatous 
infiltration  is  generally  seen,  in  the  latter,  white  hepatiza- 
tion is  the  m.osl  characteristic  appearance. 

When  a  child  the  subject  of  hereditary  syphilis  is  born 
alive,  the  appearances  vary  in  different  cases.    In  a  large 

•  Diday  on  "Infantile  Syphilis,"  'New  Syd.  Soc.  Trans.,'  pp.  114,  115. 


HEREDITARY  SYPHILIS 


275 


proportion  of  instances,  tlie  child  appears  healthy  and 
vigorous ;  in  another  class,  the  children  are  puny  and 
delicate,  but  no  decided  symptoms  appear  until  several 
days  or  weeks  have  elapsed ;  while  in  a  third  and  less 
numerous  class,  the  children  are  born  with  evidences  of 
the  disease  upon  them.  Children  belonging  to  this  last 
class  of  cases,  and  those  in  whom  the  disease  makes  its 
appearance  soon  after  birth,  are  generally  the  progeny  of 
parents  in  whom  the  original  disease  is  of  recent  date. 

The  most  obvious  symptoms  in  hereditary  syphilis  are 
connected  with  affections  of  the  skin  and  mucous  mem- 
branes. But  before  any  eruption  appears,  there  are  in 
many  cases  certain  peculiar  symptoms  by  which  the  here- 
ditary taint  may  be  recognised.  The  children  are  usually 
small  and  undeveloped  and  have  an  aged  look ;  the  skin 
is  loose  and  wrinkled  ;  it  has  no  healthy  transparency,  but 
is  dull  and  of  a  yellowish  or  light  coffee-coloured  tint, 
which  becomes  more  decided  as  time  goes  on.  The  dis- 
colouration is  sometimes  uniform,  but  in  most  cases  the  tint 
is  especially  marked  in  certain  spots,  viz.  the  forehead,  eye- 
brows, nose  and  chin ;  the  depressions  on  the  face  are 
comparatively  free.  Other  coexisting  symptoms  are,  more 
or  less  puffiness  of  the  integument,  emaciation  and  weak- 
ness. The  hair  is  dry  and  scanty,  the  eyebrows  and.  eye- 
lashes may  be  almost  absent,  and  the  nails  are  ill-developed. 
Such  are  the  usual  appearances  in  those  cases  in  which 
there  is  no  decided  eruption. 

A  child  presenting  signs  of  syphilis  at  birth  is  generally 
puny  and  of  small  size,  such  children  are  often  born  before 
the  full  time.  The  weight  is  generally  below  the  normal, 
even  when  the  proper  term  has  elapsed.  The  face  looks 
wasted,  the  integument  is  thrown  into  folds,  and  the  ex- 
pression resembles  that  of  old  age.  The  nostrils,  lips,  and 
angles  of  the  mouth  are  scored  by  fissures,  and  the  sub- 
maxillary glands  are  hard  and  swollen.  The  skin  gene- 
rally is  either  dry  and  scurfy,  or  has  a  shining,  waxy  appear- 
ance ;  the  smoky  or  sooty  tint  is  well  marked,  and  tho 
discolouration  is  not  affected  by  pressure.    Various  erup- 
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tions  are  found  on  tlie  skin.  The  most  serious  and  promi- 
nent of  these  are  the  vesicles  or  bullae  of  pemphigus,  most 
frequently  found  on  the  soles  of  the  feet  and  palms  of  the 
hands.  Some  of  these  vesicles  are  apt  to  become  ruptured 
during  parturition,  and  excoriated  patches  remain.  Macu- 
lar and  papular  forms  of  eruption  often  coexist.  Another 
and  a  pathognomonic  symptom  is  swelling  of  the  mucous 
membrane  of  the  nose,  accompanied  by  a  profuse  dis- 
charge from  the  nostrils.  Fissures  (rhagades)  of  the  anus 
and  condylomata  around  the  orifice  are  frequent  accom- 
paniments of  the  above-mentioned  symptoms,  several  of 
which  require  a  more  minute  description. 

Affections  of  the  Skin. — Syijhilitic  i^emijMgus  occurs 
in  some  cases,  and  is  one  of  the  earliest  and  most  marked 
symptoms  of  the  inherited  disease.  It  may  be  found  on 
the  child  at  birth,  or  may  appear  a  few  days  later.  The 
seat  of  the  bullee  (the  palms  and  the  soles)  is  a  distin- 
guishing characteristic.  The  eruption  sometimes  spreads 
to  the  dorsal  surfaces  of  the  hands  and  feet,  and  to  the 
fingers  and  toes  and  thence  to  the  forearms  and  legs  res- 
pectively. Other  parts  of  the  body  are  occasionally 
attacked,  and  the  development  of  the  eruption  is  preceded, 
especially  on  the  hands  and  feet,  by  a  violet  tint  of  the 
skin.  In  from  two  to  three  days  vesicles,  containing  a 
serous  fluid,  are  formed  on  these  discoloured  patches. 
The  bullae  vary  as  regards  their  size,  form,  and  number.  The 
smallest  are  about  equal  to  a  hemp  seed.  They  enlarge 
after  their  formation,  the  largest  may  attain  the  size  of  a 
small  nut,  and  they  often  become  confluent  on  the  hands 
and  feet.  Their  contents  subsequently  become  milky  and 
yellowish,  and  sometimes  contain  blood  as  well  as  pus.  In 
cases  where  the  eruption  takes  place  some  time  after  birth, 
the  vesicles  are  smaller  and  disseminated  and  imperfectly 
formed. 

The  eruption  runs  a  somewhat  rapid  course,  and  is 
often  accompanied  by  febrile  symptoms ;  the  child  con- 
stantly cries  and  refuses  the  breast,  and  keeps  the  wrists 
firmly  flexed.  In  three  or  four  days  after  their  appearance 
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most  of  tlie  bullas  burst  and  their  contents  escape,  the  sur- 
face is  then  covered  with,  scales  of  epidermis  and  crusts, 
which,  when  detached,  leave  more  or  less  deep  excoriations. 
As  a  general  rule,  a  child  thus  affected  dies  in  a  few  days 
from  exhaustion  due  to  diarrhoea,  &c.  Life,  however,  is 
sometimes  prolonged  and  the  bullse  disappear,  to  be  fol- 
lowed by  a  second  eruption,  which  proves  fatal. 

With  regard  to  the  time  at  wliich  the  eruption  may 
appear  in  those  cases  in  which  the  child  is  free  from  it  at 
birth,  this,  in  the  majority  of  cases,  is  some  time  during 
the  first  three  days,  but  in  exceptional  instances  its 
appearance  has  been  postponed  to  the  eighth  week.  The 
earlier  it  appears,  the  more  decided  are  the  other  sym- 
ptoms with  which  it  is  associated. 

In  the  acquired  form  of  syphilis  there  is  no  truly  vesi- 
cular eruption,  and  much  controversy  has  taken  place  as 
to  whether  congenital  pemphigus  is  always  to  be  regarded 
as  a  positive  sign  of  inherited  syphilis.  It  is  stated  that 
a  similar  eruption  is  sometimes  found  in  children  not  the 
subjects  of  hereditary  syphilis  but  much  enfeebled  from 
some  other  cause.  In  these  latter  cases,  however,  the 
bullse  are  scattered  over  the  general  surface,  whereas  in 
syphilis  they  are  for  the  most  part  confined  to  the  hands 
and  feet,  and  are  always  associated  with  other  symptoms 
of  the  disease.  It  has  also  been  noticed  that  the  bullse 
of  non-syphilitic  pemphigus  are  larger,  less  disposed  to 
become  confluent,  and  exhibit  a  greater  tendency  to  desic- 
cation. The  spots  on  which  they  appear  are  less  infil- 
trated and  are  rose-red,  not  violet  in  colour.  The  crusts 
are  thin  and  yellowish,  and  their  detachment  reveals 
neither  excoriations  nor  ulcers. 

It  may  be  confidently  asserted  that  the  bullje  of  pem- 
phigus appearing  on  the  parts  indicated  at,  or  soon  after 
birth,  are  unequivocal  signs  of  hereditary  syphilis.  In 
many  cases  of  this  character  one  or  both  parents  were 
obviously  syphilitic. 

The  remaining  cutaneous  manifestations  of  hereditary 
syphilis  more  or  less  resemble  those  which  occur  in  the 
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adult,  but  they  differ  in  their  duration,  their  order  of 
sequence,  and  other  respects.  They  may,  however,  bo 
similarly  classified.  Thus  they  take  the  forms  of  roseolous, 
papular  and  pustular  eruptions,  and  of  gummatous  infil- 
tration. As  a  result  of  the  delicate  condition  of  the  skin 
in  infants  and  the  manner  in  which  it  is  exposed  to  mois- 
ture, the  cutaneous  lesions  are  for  the  most  part  less  dry 
and  firm  than  those  in  adults  ;  and  the  disposition  towards 
the  formation  of  condylomata  is  especially  marked.  Owing 
to  the  activity  of  the  general  processes  of  nutrition,  the 
eruptions  are  rapidly  developed  and  large  portions  of  the 
surface  are  soon  affected.  The  game  child  often  exhibits 
various  forms  of  eruption  at  the  same  time  ;  thus  roseola  fre- 
quently coexists  with  papules  and  the  bullae  of  pemphigus. 

Roseola  syphilitica  appears  either  at  birth  or  soon  after- 
wards in  the  form  of  round  defined  spots,  about  a  third  of 
an  inch  in  diameter,  and  of  a  bright  red  colour,  sometimes 
with  a  tinge  of  violet,  but  never  with  a  coppery  hue,  as 
is  seen  in  adults.  Its  eruption  is  often  accompanied  by 
coryza  and  by  other  cutaneous  symptoms,  such  as  fissures 
about  the  mouth  and  anus,  condylomata,  &c.  At  first  the 
spots  disappear  on  pressure,  but  subsequently  they  remain 
owing  to  extravasation  of  the  colouring  matter.  The  erup- 
tion generally  shows  itself  first  on  the  lower  part  of  the 
abdomen  and  on  the  thighs,  and  spreads  from  these  to 
other  parts,  its  development  occupying  several  days.  The 
patches  are  not  elevated  above  the  level  of  the  skin,  unless 
considerable  exudation  occurs,  in  which  case  the  papular 
form  of  eruption  may  become  developed.  Some  amount 
of  desquamation  may  take  place ;  and  cracks  or  fissures 
are  sometimes  formed  in  severe  cases. 

The  diagnosis  is  for  the  most  part  easy  ;  the  eruption 
is  sometimes  very  slight,  but  it  becomes  more  marked  when 
the  child  cries  and  struggles,  and  when  it  is  brought 
into  a  warm  room.  Other  evidences  of  syphilis  always 
coexist. 

The  infiltration  of  the  skin  is  sometimes  of  a  diffuse 
character,  and  takes  place  principally  in  the  subcutaneous 
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connectiye  tissue.  The  face  and  tlie  lower  extremities  are 
the  parts  usually  affected.  Patches  of  skin  are  raised 
above  the  level  of  the  surrounding  portions  and  become 
darker  in  colour.  As  a  result  of  tension  these  patches  are 
smooth  and  shining  ;  the  movements  of  the  affected  part 
are  impaired  and  any  natural  folds  become  obliterated. 
When  parts  of  the  face  are  thus  infiltrated  the  expression 
of  the  countenance  is  changed,  and  the  movements  of  the 
various  muscles  are  impeded.  The  patches  sometimes 
become  fissured  or  ulcerated,  and  constitute  the  preliminary 
stages  of  mucous  papules. 

The  papular  sypldHde  in  the  acuminate  form  is  far  less 
common  than  roseola  ;  but  the  two  eruptions  may  coexist. 
In  a  few  cases  small  brownish-red  spots  have  been  observed, 
on  children  at  birth  or  during  the  first  few  weeks,  the  parts 
especially  affected  being  the  palms  and  soles,  the  sides  of  the 
thorax,  the  neck  and  the  forehead.  The  papules  are  either 
disseminated  or  collected  together  in  groups,  and,  where 
the  eruption  is  very  marked,  considerable  exfoliation  may 
take  place.  This  form  of  syphilis  is  usually  obstinate  and 
chronic  in  its  course,  and  indicates  a  severe  type  of  the 
disease.     Other  symptoms  invariably  coexist. 

Moist  papiiles,  mucous  patches,  or  condylomata  lata. — 
Eruptions  of  this  kind  are  frequently  seen  in  hereditary 
syphilis.  They  are  developed  from  flat  papules,  which 
originate  either  from  healthy  portions  of  skin,  or,  more 
frequently,  from  patches  of  roseola,  as  a  result  of  increased 
exudation.  This  modification  of  the  ordinary  papule  is 
especially  apt  to  occur  where  the  integument  is  thin,  and 
wherever  moisture  is  normally  present,  as,  for  example, 
between  folds  of  skin  and  where  the  skin  is  continuous 
with  a  mucous  membrane.  These  papules  project  above 
the  level  of  the  skin ;  they  are  for  the  most  part  roundish 
in  form  ;  some  are  minute,  others  measure  half  an  inch 
or  more  in  diameter.  Their  colour  depends  upon  their 
situation,  and  varies  from  greyish-red  to  dark  red.  Moist 
papules  are  so  called  because  of  the  condition  of  their 
surface,  which  becomes  eroded  or  even  ulcerated  and  is 
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covered  by  a  yellowish  viscid  fluid.  Their  condition  is 
much  aggravated  by  inattention  and  want  of  cleanliness. 
The  secretion  often  forms  crusts  or  scales,  the  detachment 
of  which  exposes  an  ulcerated  bleeding  surface.  Mucous 
papules  vary  much  in  number,  and  they  appear  on  many 
portions  of  the  body,  their  most  frequent  seats  being  the 
perineum  close  to  the  anus,  the  neighbourhood  of  the  lips 
and  nostrils,  the  umbilicus,  the  groins  and  axillae,  the 
buttocks,  scrotum  or  labia,  the  popliteal  space  and  inner 
aspect  of  the  thighs,  between  the  toes,  &c.  They  consti- 
tute the  most  characteristic  eruption  of  hereditary  syphilis 
and  are  pathognomonic  of  the  disorder. 

The  scales  and  crusts  which  are  often  found  on  the 
bodies  of  children  affected  with  hereditary  syphilis  are  the 
remains  of  papules.  They  are  sometimes  seen  on  the 
palms  of  the  hands  and  soles  of  the  feet.  There  is,  how- 
ever, in  children,  owing  to  the  soft  and  moist  state  of  the 
skin,  far  less  tendency  than  in  adults  towards  furfuraceous 
changes. 

Pustular  eruptions  occur  at  an  early  stage,  and  take 
the  forms  of  acne,  impetigo,  and  ecthyma.  Their  appear- 
ance indicates  a  severe  type  of  the  general  disorder.  The 
acne-form  pustules  are  developed  from  minute  papules, 
and  are  most  frequently  seen  on  the  chest,  the  buttocks, 
and  backs  of  the  shoulders.  The  little  pustules  sometimes 
burst  and  give  rise  to  small  crusts.  The  pustules  resem- 
bling ecthyma  are  larger  and  appear  later  on,  and  are 
generally  seen  on  the  buttocks  and  lower  extremities. 
Each  pustule  is  develojDcd  from  an  infiltrated  base  and 
often  contains  blood  as  well  as  pus.  Crusts  are  formed 
and  their  detachment  gives  rise  to  deep  and  serious  ulcera- 
tion. The  pustules  of  impetigo  are  seated  on  an  infiltrated 
base  and  are  surrounded  by  a  coppery-red  areola.  The 
eruption  often  becomes  confluent  and  crusts  form,  the 
detachment  of  which  reveals  more  or  less  loss  of  substance. 
The  hairy  scalp,  the  face,  the  thorax,  the  axillse  and  the 
groins,  are  the  parts  usually  involved.  The  ulceration  is 
often  of  a  serious  character  and  causes  much  pain  and 
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suffering.  Syphilitic  impetigo  is  distinguished  from  simple 
impetigo  by  the  infiltrated  bases  of  the  pustules  and  the 
coppery-red  colour  of  the  areolge. 

The  nails  are  occasionally  affected  in  cases  of  hereditary 
syphilis ;  onychia  being  less  common  than  paronychia. 
The  appearances  in  both  forms  resemble  those  of  the  same 
affections  in  adults.  A  few  cases  are  on  record  in  which 
the  nails  of  all  the  fingers  and  toes  became  atrophied  and 
detached,  and  this  process  has  been  known  to  take  place 
several  times  before  a  normal  condition  was  established. 
Whenonly  thepartssurroundingthenail  are  redandswollenj 
the  process  generally  subsides  without  causing  detachment. 
These  affections  of  the  nails,  occurring  in  infancy,  are 
pathognomonic  of  hereditary  syphilis. 

Gummata  and  gummatous  ulcers  are  rarely  seen  before 
the  sixth  month,  and  they  usually  follow  other  forms  of 
cutaneous  eruptions.  Nodules  appear  at  various  points 
on  the  surface  of  the  body,  and  gradually  increase  in  size. 
Their  subsequent  course  resembles  that  of  similar  growths, 
the  result  of  the  acquired  form  of  the  disease.  Absorption 
rarely  takes  place ;  disintegration  followed  by  ulceration 
is  the  usual  course.  The  process  is  tedious  and  the  sores 
may  keep  open  for  long  periods.  When  the  gummata 
are  situated  over  a  bone,  periostitis,  caries  or  necrosis  are 
very  apt  to  become  induced. 

Affections  of  the  Mucous  Membranes. — Various 

portions  of  the  mucous  membrane  are  frequently  affected 
in  cases  of  hereditary  syphilis;  lesions  accessible  to  obser- 
vation occur  on  the  lips  and  in  the  mouth,  throat,  and  nose, 
and  are  in  many  cases  the  most  prominent  manifestations 
of  the  complaint.  The  parts  of  the  mouth  and  throat 
most  often  involved  are:  the  lips,  the  angles  of  the  mouth, 
the  inner  surface  of  the  cheeks,  and  the  mucous  membrane 
of  the  hard  palate.  Next  in  order  of  frequency  come  the 
pillars  of  the  fauces,  the  tonsils,  and  the  tongue.  The 
lesions  consist  of  excoriations,  fissures,  mucous  patches, 
and  ulcers.  Fissures  of  the  lips  are  frequently  seen,  in- 
volving both  the  mucous  membrane  and  the  skin,  and 
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partly  concealed  by  crusts  of  blood  and  purulent  discharge. 
They  cause  great  pain  and  distress,  especially  when  the 
child  cries  or  attempts  to  take  the  breast.  Mucous  papules 
are  also  frequent  about  the  lips  and  the  angles  of  the 
mouth,  and  on  various  portions  of  the  mouth,  throat,  and 
tongue.  They  take  the  form  of  jBattened,  roundish  eleva- 
tions, much  paler  in  colour  than  the  surrounding  mucous 
membrane,  which  is  generally  redder  than  usual.  The 
pearly  white  covering  of  these  patches  may  cause  them 
to  be  mistaken  for  aphthae  in  process  of  healing.  The 
eruption  in  aphthge,  however,  is  not  elevated,  and  after 
the  exudation  has  separated,  minute  depressions,  but  no 
ulcers,  are  left.  Moreover,  the  aphthous  eruption  is 
speedily  developed  and  soon  subsides.  Owing  to  the 
moisture  by  which  they  are  surrounded  and  the  constant 
movements  of  the  parts,  the  papules  rapidly  become  con- 
verted into  ulcers,  some  of  which  soon  heal,  while  others 
tend  to  increase  in  size.  The  angles  of  the  mouth,  the 
tongue,  the  inner  surface  of  the  cheeks  and  the  gums  are 
especially  prone  to  be  thus  affected.  Ulceration  of  the 
pharynx  is  far  less  frequently  met  with.  In  severe  cases, 
the  ulceration  of  the  gums  sometimes  extends  to  the  sub- 
jacent bones,  inducing  caries  or  necrosis,  and  if  the  ulcers 
become  confluent,  the  process  is  apt  to  spread  to  the  hard 
and  soft  palate.  These  lesions  are  always  accompanied 
by  corresponding  affections  of  other  parts,  e.g.  the  nose, 
the  larynx,  and  the  intestines.  Under  such  circumstances, 
it  becomes  almost  impossible  to  feed  the  child ;  diarrhoea 
sets  in,  and  death  occurs  from  exhaustion. 

The  diagnosis  is  for  the  most  part  easy ;  aphthge  and 
thrush  are  the  only  affections  which  at  all  resemble  the 
lesions  due  to  hereditary  syphilis.  In  thrush  there  is  a 
distinct  white  coating,  or  many  white  patches  resembling 
curdled  milk,  and  easily  removable.  The  subjacent  mucous 
membrane  is  reddened  and  swollen,  but  not  ulcerated. 

It  must  never  be  forgotten  that  the  secretion  from  these 
mucous  papules  is  highly  contagious.  The  greatest  care 
must,  therefore,  be  taken  to  prevent  the  disease  from  being 
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communicated  by  tlie  child  to  other  persons.  The  mother 
alone  should  be  allowed  to  suckle  the  child,  and  if  she  be 
unable  to  do  so,  it  must  be  artificially  fed.  All  bottles, 
cups,  &c.,  used  for  this  purpose,  must  be  kept  scrupulously 
clean. 

An  affection  of  the  mucous  memhrane  of  the  nose,  is  one 
of  the  earliest  and  most  marked  symptoms  of  hereditary 
syphilis.  It  often  precedes  the  cutaneous  manifestations, 
and  its  existence  is  sufficient  to  establish  the  diagnosis. 
The  first  indications  of  this  coryza  are  redness  and  swelling 
of  the  nose,  externally  and  internally.  After  a  few  days, 
a  serous  or  mucous  discharge  flows  from  the  nostrils ;  this 
increasesin  quantity, becomes  thicker,  purulent,  and  sanious, 
and  emits  an  offensive  odour.  The  child's  breathing  soon 
becomes  embarrassed,  and  is  attended  by  snorting  and 
snuffling,  owing  to  the  swollen  state  of  the  mucous  mem- 
brane and  the  formation  of  crusts.  The  nostrils  and  lips 
are  scored  by  fissures,  which  readily  bleed,  and  cause 
much  pain  and  distress  to  the  child.  The  respiration 
becomes  more  and  more  impeded,  and  takes  place  only 
through  the  mouth.  This  difficulty,  coupled  with  the 
soreness  of  the  lips,  causes  the  child  either  to  refuse  the 
breast  or  to  relinquish  the  nipple  after  a  few  attempts  at 
sucking.  The  child,  therefore,  soon  becomes  weakly  and 
emaciated.  Removal  of  the  crusts  exposes  ulcers,  more 
or  less  deep,  and  sometimes  involving  the  cartilages  and 
the  bony  framework  of  the  nose.  Caries  and  necrosis  of 
these  bones,  perforation  of  the  septum,  flattening  or 
depression  of  the  ridge  of  the  nose,  are  the  consequences 
which  result  in  severe  cases.  Complications  in  other 
organs  are  prone  to  occur.  Sometimes  the  mischief 
spreads  to  the  larynx,  in  which  case  the  voice  becomes 
hoarse  or  even  extinct.  Bronchitis,  pneumonia,  and 
obstinate  diarrhoea  sometimes  supervene  and  accelerate  a 
fatal  issue. 

There  can  seldom  be  any  difficulty  in  the  diagnosis  of 
this  syphilitic  coryza.  Its  rapid  progress  and  serious 
character,  the  swelling  of  the  mucous  membrane,  the  pro- 
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fusion  of  the  discliarge,  tlie  crusts  and  fissures  in  the  nos- 
trils, and  the  ulceration  are  sufiicient  to  distinguish  it 
from  ordinary  coryza.  In  many  cases  the  coryza  is  accom- 
panied by  some  form  of  eruption. 

The  other  manifestations  of  hereditary  syphilis  which 
remain  to  be  described  are  those  connected  with  the  eyes, 
the  teeth,  the  ears,  the  bones,  and  various  internal  organs. 

Iritis  and  Keratitis  are  the  principal  affections  of 
the  eye  in  hereditary  syphilis.  The  appearances  in  this 
form  of  iritis  resemble  those  of  the  same  affection  in  adults 
the  subjects  of  syphilis.  The  inflammation  pursues  a 
chronic  course,  and  the  symptoms  generally  are  far  less 
acute  than  those  of  iritis  due  to  non-specific  causes.  They 
have  been  observed  in  a  child  only  a  few  weeks  old  ;  in 
twenty-three  cases  collected  by  Mr  Hutchinson,  the  mean 
age  was  five  months  and  a  half,  the  ages  varying  from  six 
weeks  to  sixteen  months  :  of  these  infants  sixteen  were 
females.  The  symptoms  may,  however,  appear  as  late  as 
the  tenth  year.  In  the  case  of  young  infants,  other  sym- 
ptoms, such  as  coryza,  condylomata,  ulcers  and  fissures 
about  the  mouth  and  anus  generally  coexist.  It  should 
be  born  in  mind  that  the  symptoms  of  the  iritis  are  some- 
times so  slight  as  to  be  entirely  overlooked  until  the  pupil 
is  adherent  or  even  occluded.  In  the  majority  of  cases 
only  one  eye  is  affected.  When  the  symptoms  are  slight, 
recovery  may  be  expected  under  mercurial  treatment,  but 
in  severe  cases  adhesions  of  the  iris  and  irregularities  of 
the  pupil  often  remain.  Congenital  cataract  has  been 
noticed  in  a  few  cases  of  hereditary  syphilis. 

Interstitial  Keratitis. — This  lesion  has  been  already 
described  in  the  chapter  on  affections  of  the  eye  (see  page 
203).  It  seldom  exists  alone,  but  is  generally  associated 
with  a  peculiar  condition  of  certain  teeth,  about  to  be  des- 
cribed. The  remains  of  other  previous  lesions  can  also 
generally  be  detected. 

The  Teeth. — Of  late  years  much  attention  has  been 
drawn  to  the  state  of  the  teeth  in  cases  of  hereditary 
syphilis.    It  has  long  been  known  that  certain  diseases  of 
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cliildhood,  notably  scrofula,  certain  eruptive  fevers  and 
ulcerative  stomatitis,  have  an  important  injauence  upon 
the  follicles  of  the  second  dentine,  those  of  the  milk  teeth 
also  being  more  or  less  affected  in  certain  cases.  In  many- 
cases  of  hereditary  syphilis,  the  front  teeth,  particulai'ly 
the  central  incisors,  present  certain  peculiarities ;  and, 
associated  therewith,  the  cornea  is  often  found  to  bear  the 
marks  of  the  peculiar  interstitial  inflammation  above  des- 
cribed. When  this  coexistence  of  symptoms  is  observed, 
it  may  be  regarded  as  certain  that  the  case  is  one  of  in- 
herited syphilis.  Teeth  thus  affected  are,  as  a  general 
rule,  imperfectly  developed,  and  of  a  colour  varying  from 
yellow  to  a  peculiar  ashen  grey,  and  they  differ  from  the 
ordinary  scrofulous  or  stomatitic  teeth  in  very  important 
particulars.  In  the  latter  forms  the  enamel  is  more  or 
less  imperfect,  notched  and  pitted  irregularly,  but  in  the 
typical  syphilitic  cases,  the  incisors  are  more  or  less 
pointed  or  narrow  at  their  edges  and  furrowed  with  a 
crescentic  notch,  which  once  seen  cannot  easily  be  mistaken 
for  any  other  condition.  Moreover,  it  is  the  central  in- 
cisors which  are  especially  affected,  the  deformity  being  in 
nearly  every  case  symmetrical.  The  two  teeth  generally 
converge  but  sometimes  they  are  widely  apart.  These 
appearances  are  so  decisive  that  on  discovering  them  in  a 
child,  and  taxing  the  father  with  having  been  the  subject 
of  syphilis,  he  will  generally  admit  the  truth  of  the  indict- 
ment, and  exhibit  some  surprise  at  the  sagacity  of  the  in- 
terrogator. The  symmetrical  character  of  the  affection 
constitutes  presumptive  evidence  in  favour  of  its  specific 
origin,  just  as  in  certain  syphilitic  skin  diseases,  the  sym- 
metry of  the  lesions  is  a  peculiar  characteristic.  It  must 
be  admitted  that  ordinary  stomatitis  occasionally  gives  rise 
to  imperfection  of  dental  structure,  but  the  specific  in- 
flammation gives  a  peculiarly  diagnostic  mark.  When  it 
is  remembered  that  the  teeth,  hair,  skin,  and  nails,  are  all 
tegumentary  or  dermal  organs,  and  that  the  constitutional 
effects  of  the  syphilitic  virus  often  show  themselves  in 
their  greatest  intensity  in  structures  of  this  character,  the 
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lesions  of  tlie  teeth  in  cases  of  hereditary  syphilis  are 
easily  intelligible.  Mr  Hutchinson  has  carried  his  in- 
vestigations into  the  imperfection  of  dental  structure  fur- 
ther stillj  and  has  given  the  name  of  mermrial  teeth  to  a 
peculiar  conformation  of  the  molars^  in  which  the  enamel 
is  found  rugous,  pitted,  and  irregular,  and  peculiarly  liable 
to  caries.  But  inasmuch  as  this  condition  is  frequently 
observed  amongst  the  inhabitants  of  countries  where  mer^ 
cury  is  never  used,  or  as  in  Germany,  used  only  in 
minute  quantities,  it  is  probable  that  this  distinction  is 
too  minute  or  rests  upon  too  slight  a  basis  to  be  definitely 
accepted.  But  it  cannot  be  doubted  that  the  crescentic 
notched  teeth  are  peculiarly  nay  even  certainly  diagnostic 
of  inherited  disease. 

Affections  of  the  Ear. — Attention  has  been  called  by 
Mr  Hutchinson  to  the  frequent  occurrence  of  deafness  in 
the  subjects  of  congenital  syphilis.  The  appearance  of 
this  symptom  is  generally  coincident  with  that  of  the 
keratitis,  but  it  may  precede  or  follow  the  development  of 
•the  changes  in  the  eye.  Both  ears  are  usually  affected, 
and  in  the  majority  of  Mr  Hutchinson's  cases  the  deafness 
was  complete.  More  or  less  otorrhoea  sometimes  precedes 
the  loss  of  hearing,  but  in  the  cases  referred  to,  the 
changes  in  the  membrana  tympani  were  not  sufficient  to 
account  for  the  deafuess.  This,  therefore,  must  be  con- 
sidered as  due  to  some  lesion  of  nervous  portions  of  the 
auditory  apparatus  ;  the  cochlea  is  the  most  probable  seat 
of  the  disease.  In  the  early  stage,  the  very  high  notes 
are  lost  much  sooner  than  ordinary  sounds,  such  as  the 
voice.  An  important  fact  connected  with  this  affection  is 
that  adult  life  is  often  reached  before  the  symptoms  make 
their  appearance.  In  early  life  deaf-mutism  is  a  frequent 
result  of  this  affection.  The  prognosis  is  unfavourable. 
^5ome  of  the  patients  become  totally  deaf,  others  only 
partially  so ;  and  in  the  former  class  the  deafness  often 
becomes  complete  in  the  space  of  a  few  weeks. 

Affections  of  the  Bones. — Until  a  very  recent  date 
these  affections  were  considered  as  extremely  rare  in 
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infants.  Diday  says  that  if  the  disease  whicli  attacks  the 
new-born  child  is  severe,  it  proves  fatal  before  it  reaches 
the  tertiary  stage  ;  if  it  be  slight,  speciiic  treatment  gene- 
rally suffices  to  neutralise  it  before  it  reaches  the  advanced 
stage  in  which  changes  in  the  bones  are  usually  developed. 
Subsequent  observers  have,  however,  discovered  that 
several  affections  of  the  bones  occurring  in  young  children 
and  supposed  to  be  due  to  rickets  and  scrofula,  are  really 
connected  with  the  syphilitic  taint ;  and  it  is  now  gener- 
ally admitted  that  peculiar  bony  lesions,  in  addition  to 
those  met  with  in  the  acquired  form  of  the  disease,  are  to 
be  found  in  the  subjects  of  hereditary  syphilis.  Syphilitic 
lesions  of  the  periosteum  and  of  the  bones,  \vith  or  with- 
out the  deposition  of  gummatous  products,  occur  in  these 
cases  and  resemble  in  their  progress  and  consequences 
those  described  in  a  previous  chapter.  Dactylitis  is 
also  sometimes  observed  in  the  subjects  of  hereditary 
syphilis. 

But  in  addition  to  these  affections  there  are  certain 
others  which  are  the  peculiar  results  of  hereditary  syphilis 
and  are  due  to  disordered  growth  of  the  bones.  This 
disorder  shows  itself  by  various  irregularities  in  the  pro- 
cess of  ossification,  which  may  be  either  accelerated  or 
retarded  or  even  altogether  checked.  New  formations  of 
bony  tissue  in  the  form  of  osteophytes,  lesions  of  the 
epiphyses  of  the  long  bones,  and  the  formation  of 
medullary  spaces  in  the  compact  substance  of  the  long 
and  flat  bones,  are  the  main  results  of  these  processes. 

The  most  important  and  the  most  common  of  these 
lesions  is  that  which  occurs  at  the  junctions  of  the  dia- 
physes  with  the  epiphyses  of  the  long  bones,  and  at  the 
ends  of  the  ribs  at  their  points  of  union  with  their  cartilages. 
Retarded  ossification  and  separation  of  the  epiphyses  are 
the  prominent  alterations.  The  diaphysis  has  an  uneven 
rugous  appearance  ;  the  articular  portion  is  swollen, 
thickened,  and  softer  than  natural.  The  cartilage  between 
it  and  the  epiphysis  is  much  increased  in  dimensions. 
There  is  abundant  calcareous  deposit,  but  little  or  no 
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bone  is  produced.  If  the  process  is  continued^  the  car- 
tilage is  eventually  converted  into  a  soft,  spongy,  or 
gelatinous  mass,  infiltrated  witli  yellow  pus. 

The  processes  which  take  place  between  the  diaphysis 
and  the  epiphysis  have  been  described   as  follows  by 
Wegener,  one  of  the  most  recent  investigators.    In  the 
first  stage  of  the  affection,  the  cartilage  cells  are  slightly 
increased  in  number;  but  the  metamorphosis  of  the  cal- 
careous cartilaginous  layer  is  retarded,  and  its  lower  strata 
perish  owing  to  the  vessels  being  insufficient  in  number 
for  their  nutrition.     This  necrosed  portion  of  cartilage 
acts  as  an  irritant  and  sets  up  inflammation  in  the  adjacent 
bony  tissue.     Suppuration  follows,  accompanied  by  the 
development  of  granulations  from  the  medulla,  with  sepa- 
ration of  the  epiphysis  from  the  diaphysis  as  a  further 
result.    Wegener,  therefore,  believed  the  process  to  be  of 
inflammatory  origin  and  he  described  it  as  osteo-chondritis. 
Another  observer.  Parrot,  insists  upon  the  development  of 
new  osteophy  tic  formations  from  the  periosteum  as  a  prelim- 
inary stage.     This  is  followed  by  calcareous  incrustation 
of  cartilage  and  subsequently  by  gelatinous  transformation 
and  softening  of  the  bone.     The  symptoms  of  these  lesions 
are  malformation  of  the  affected  part  and  inability  to  move 
the  affected  limbs,  sometimes  to  such  an  extent  as  to  give 
rise  to  the  suspicion  that  the  case  is  one  of  paralysis,  of 
nervous  origin.     M.  Parrot  has  accordingly  named  this 
condition  "  syphilitic  pseudo-paralysis.^^     In  well-marked 
examples  the  arms  hang  down  in  a  state  of  pronation, 
while  the  lower  limbs  are  elongated  and  oscillate  on  the 
slightest  shake  of  the  patient.     There  is  nothing  abnormal 
in  the  spinal  cord  or  nerves,  there  is  little  or  no  pain,  and 
the  muscles  respond  to  electrical  tests.    Crepitation  can 
sometimes    be   detected.    The    bones  most  frequently 
affected  are  those  of  the  forearm,  leg,  arm,  and  thigh, 
the  clavicle,  the  metatarsal  and  metacarpal  bones,  and  the 
ribs  at  their  anterior  extremities.    In  severe  cases  the 
lesions  may  be  found  in  connection  with  all  these  bones, 
and  they  constitute  a   distinguishing  characteristic  of 
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hereditary  syphilis.  They  are  not  found  in  cases  of  early 
acquired  syphilis.  Fractures  of  the  diaphyses  of  the  ribs 
near  the  axillary  line^  have  been  observed  in  a  few  cases 
of  congenital  syphilis.  Other  lesions  of  the  atrophic  type 
occur  in  the  bones  of  the  skull,  and  give  rise  to.  wasting 
of  the  osseous  tissue,  and  sometimes  to  perforation. 

Affections  of  an  opposite  character,  i.e.  in  which  new 
formation  of  bony  tissue  is  the  prominent  feature,  are  also 
common.  The  epiphysial  ends  of  the  long  bones  of  the 
extremities  are  the  portions  generally  affected.  Two 
forms  of  these  osteophytes  are  met  with ;  the  hard  or 
osteoid,  and  the  soft  rachitic  or  fibro-spongioid.  The 
former  of  these  may  occur  at  any  period ;  the  latter  is 
found  only  in  children  who  have  passed  the  sixth  month. 
The  hard  growths  are  softer  and  less  resisting  than 
osseous  tissue,  and  differ  from  it  in  their  structure.  They 
consist  of  fibrous  and  osseous  trabeculse,  generally  perpen- 
dicular to  the  surface  of  the  bone.  The  soft  growths  con- 
sist of  the  spongioid  tissue ;  they  are  fibrous  in  structure 
and  contain  more  vessels.  Varieties  intermediate  between 
these  two  forms  are  also  met  with.  In  the  skull,  osteo- 
phytic  growths  are  developed  only  in  older  children,  and 
are  found  almost  exclusively  at  the  periphery  of  the 
frontal  and  parietal  bones,  beginning  at  two  or  at  all  of 
the  four  corners  of  the  anterior  fontanelle.  They  begin 
as  lenticular,  red  or  violet  elevations,  rising  quite 
abruptly  from  the  outer  table ;  they  are  porous  and 
spongy,  sometimes  hard,  but  very  rarely  smooth.  They 
gradually  extend  to  the  neighbouring  parts,  and  in 
marked  cases  affect  the  whole  of  the  cranial  vault. 
Obliterations  of  the  sutures  and  consequent  changes  in  the 
shape  and  dimensions  of  the  cranial  cavity  are  occasional 
results.  The  growths  at  the  corners  of  the  anterior 
fontanelle,  constituting  what  M.  Parrot  has  called  the 
natiform  deformity,  are  pathognomonic  of  congenital 
syphilis. 

Formations  very  similar  to  those  above  described  are  met 
with  in  rickets.    M.  Parrot  thinks  that  this  latter  affection 
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is  always  connected  with  hereditary  syphilis ;  but  it  would 
appear  more  probable  that  syphilis  is  only  one  out  of 
many  causes  which  may  be  concerned  in  the  production 
of  rickets.  This  question  will  be  discussed  in  the  next 
chapter. 

Affections  of  Internal  Organs.— The  liver  is  the 
organ  most  frequently  affected.    It  is  usually  enlarged^ 
harder  than  in  the  normal  condition^  brownish-red  in  some 
places  and  yellowish  in  others.     The  cut  surface  jDi-esents 
a  mottled  appearance  the  result  of  a  general  or  diffuse 
infiltration,  and  the  separate  acini  are  scarcely  distinguish- 
able.   Pale  yellow,  firm,  circumscribed  nodules,  as  large 
as  peas,  streaks  of  indurated  tissue  and  cicatricial  con- 
tractions have  been  noticed  in  many  cases.     The  sjjleen 
is  often  considerably  enlarged  and  indurated,  and  the 
capsule  is  sometimes  covered  by  pseudo-membranous  for- 
mations.    Gummatous  infiltration  has  not  as  yet  been 
observed.    Enlargement  of  the  pancreas  has  been  often 
noticed.     This  increase  is  due  to  hypertrophy  of  the 
interstitial  connective  tissue,  the  glandular  portion  of  the 
organ  being  in  a  condition  of  atrophy  and  degeneration. 
Gummatous  formations,  some  very  minute,  others  as  large 
as  a  cherry-stone,  have  been  found  in  the  kidneys.  The 
supra-renal  capsules  are  sometimes  enlarged  and  contain 
a  fatty   or  gelatinous  material.     Various   changes  have 
been  found  in  the  alimentary  canal  in  cases  of  hereditary 
syphilis.     In  one  instance,  Peyer's  glands  presented  signs 
of   fibroid    degeneration.      They  projected    above  the 
mucous  membrane,  were  of  a  grayish  red  colour,  and  pre- 
sented a   compact   and  shining   surface.      No  traces 
remained  of  any  glandular  structure.     The  surrounding 
mucous  membrane  was  more  or  less  ulcerated.  Enlarge- 
ment of  the  mesenteric  glands  has  been  noticed  in  a 
child  whose  body  was  covered  with  a  severe  pustular 
eruption,  and  who  presented  other  signs  of  hereditary 
syphilis. 

Important  changes,  sometimes  of  a  diffuse  and  some- 
times of  a  circumscribed  character,  are  often  found  in  the 
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lungs  iu  cases  of  hereditary  syphilis.  Patclies  of  liepati- 
satioiij  more  or  less  complete,  are  distributed  througliout 
the  organs,  which  are  also  firmer  than  natural  and 
resemble  foetal  lungs.  Nodules,  varying  in  size  from  that 
of  a  pea  to  that  of  a  hazelnut,  are  also  met  with.  These 
are  at  first  white  and  hard,  but  afterwards  become  soft 
and  yellow  in  their  centres,  and  finally  break  up  into 
semi-purulent  masses.  A  firm  capsule  of  connective  tissue 
surrounds  each  nodule.  These  gummatous  deposits  are 
often  found  associated  with  similar  lesions  in  the  liver. 
The  mucous  membrane  of  the  trachea  and  bronchi  is 
sometimes  dotted  over  with  ulcers  in  various  stages. 

The  Nervous  System. — Very  little  is  definitely  known 
with  regard  to  the  condition  of  the  nerve-centres  in  these 
cases.  Yirchow  has  described,  as  a  not  unfrequent 
appearance,  the  occurrence  of  small  white  punctate 
deposits,  almost  exclusively  in  the  white  substance  of  the 
brain  and  columns  of  the  cord.  These  deposits  are  com- 
posed of  accumulations  of  cells  containing  fatty  granules  ; 
the  principal  change  cousisting  in  fatty  metamorphosis  of 
the  cells  of  the  neuroglia.  The  deposits  closely  resemble 
miliary  gummata.  Virchow  uses  the  terms  "  interstitial 
encephalitis  and  myelitis  "  in  describing  the  appearances. 
His  cases  were  those  of  children  stillborn,  or  dying  soon 
after  birth ;  it  is  not  known  whether  such  lesions  are 
always  of  a  fatal  character,  or  whether  they  are  compatible 
with  life.  It  is  not  improbable  that  life  may  be  pro- 
longed, and  it  has  been  suggested  that  deposits  of  this 
character,  or  their  remains,  may  sometimes  be  the  cause 
of  idiocy,  epilepsy,  chorea,  and  other  nervous  disorders 
of  early  life.  Hydrocephalic  effusions,  and  inflammation 
of  the  dura  mater,  due  to  disease  of  the  cranial  bones,  are 
occasional  results  of  the  syphilitic  taint.  Thickenings  of 
the  coats,  and  occlusion  of  the  cerebral  arteries  have  been 
observed  in  a  few  cases  in  which  life  had  been  prolonged 
for  several  years.  With  regard  to  symptoms  of  lesions  of 
the  nervous  system,  convulsions,  ptosis,  paralysis  of  the 
facial  nerve,  atrophy  of  the  optic  nerve  and  paraplegia 
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liave  been  observed  iu  cTiildren  tlie  subjects  of  hereditary 
syphilis. 

The  ihynms  gland  is  sometimes  affected  in  cases  of 
hereditary  syphilis.  Accumulations  of  pus  have  been 
found  iu  its  substance  in  fatal  cases  where  severe  pustular 
skin-eruptions  were  present,  and  it  would  seem  probable 
that  such  abscesses  ai'e  the  results  of  gummatous  deposits 
which  have  also  been  noticed  in  this  gland.  Abscess  of 
the  thymus  gland  has  never  been  observed  in  children 
free  from  the  syphilitic  taint.  Disease  of  the  testicles  has 
been  discovered  in  a  few  cases,  these  organs  being  con- 
siderably enlarged,  hard  and  nodular.  No  gummata  were 
discoverable,  the  enlargement  being  due  to  hypertrophy 
of  the  connective  tissue. 

But  little  is  known  with  regard  to  the  effects  of  inherited 
syphilis  upon  the  blood-vessels.  The  cutaneous  and  other 
hjemorrhages  which  sometimes  occur  in  these  cases,  have 
been  attributed  to  a  form  of  endarteritis,  similar  to  that 
which  occurs  in  connection  with  the  acquired  form. 
Troublesome  heemorrhage  from  the  umbilical  vein  has 
been  observed  in  infants  suffering  from  hereditary  syphilis. 

Diagnosis  op  Hereditaky  Syphilis. — The  symptoms  ai-e 
by  no  means  invariably  so  distinct  as  to  admit  of  a  positive 
conclusion  with  regard  to  their  origin.  In  doubtful  cases, 
however,  the  nature  of  the  disease  generally  becomes  evi- 
dent after  a  brief  interval.  The  symptoms  once  developed 
pursue  a  rapid  course,  and  unless  checked  by  treatment 
soon  increase  in  number  and  intensity.  As  already  men- 
tioned, the  Subjects  of  hereditary  syphilis  may  be  arranged 
in  three  classes.  (1)  Those  to  all  appearances  quite  healthy 
at  birth,  and  presenting  no  symptoms  of  disease  until  several 
days  or  weeks,  or  even  months  have  elapsed.  (2)  Those 
showing  no  mai'ked  signs  of  syphilis  during  an  indefinite 
interval,  but  ill- developed,  puny  and  emaciated  from  the 
first.  (3)  Children  born  with  unmistakable  signs  of 
syphilis  upon  them.  In  the  children  belonging  to  the 
first  category,  refusal  to  take  the  breast  is  often  the  first 
symptom,  and  this  is  due  to  cracks  and  soi-es  about  the 
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lips  and  moutli.  After  a  few  days  the  symptoms  of  nasal 
catarrli  generally  set  in  and  are  characteristic  of  the  dis- 
ease. The  fissures  about  the  nostrils  and  lips^  the  evi- 
dences of  ulceration  of  the  nasal  mucous  membrane^  the 
discharge  of  a  muco-purulent  or  sanious  fluid,  the  forma- 
tion of  crusts  in  the  nostrils,  mucous  papules  in  various 
parts,  e.g.  around  the  anus,  on  the  lips  and  behind  the 
ears,  on  the  genital  organs,  in  the  groins,  &c.,  are  patho- 
gnomonic of  the  disease.  Alterations  in  the  voice,  swelling 
of  the  inguinal  and  cervical  glands,  dryness  of  the  skin 
and  some  one  or  other  of  the  eruptions  already  described 
are  generally  superadded  to  the  above  symptoms  as  time 
goes  on. 

In  the  case  of  children  belonging  to  the  second  cate- 
gory, the  peculiar  appearances  already  referred  to  (see 
page  275)  are  sometimes  of  so  decided  a  character  as  to 
be  pathognomonic  of  the  disease.  If,  however,  they  are 
only  slightly  marked,  it  will  be  impossible  to  give  a  decided 
opinion  until  other  symptoms  manifest  themselves. 

When  cutaneous  lesions  are  present  at  birth  (see  p.  275) 
the  diagnosis  is  for  the  most  part  easy.  Coppery  red 
patches  on  the  skin,  mucous  papules  on  various  parts, 
ulcers  and  fissures  about  the  anus,  nostrils  and  lips,  the 
state  of  the  nose,  the  bullse  of  pemphigus,  the  inflamed, 
shining,  tense  condition  of  the  palms  and  soles,  the  excoria- 
tions and  ulcers  of  these  parts,  constitute  a  decidedly 
characteristic  group  of  symptoms  any  or  all  of  which  may 
be  present. 

Other  diagnostic  signs  of  hereditary  syphilis  as  seen  in 
children  during  the  first  year  are  those  indicative  of  re- 
tarded development.  The  eruption  of  the  teeth,  the 
closure  of  the  f  ontanelles,  and  the  ossification  of  the  cranial 
sutures  are  considerably  delayed.  The  extremities  of  the 
long  bones  arc  enlarged,  as  is  seen  especially  at  the  costal 
ends  of  the  ribs,  and  at  the  carpal  ends  of  the  radius  and 
ulna. 

In  later  life  hereditary  syphilis  can  often  be  recognised 
by  such  traces  as  falling-in  of  the  nose,  prominence  of 
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tlie  frontal  eminences,  cloudiness  of  the  cornea,  the  pecu- 
liar malformations  of  the  incisor  teeth,  and  the  presence 
of  fine  linear  cicatricial  marks,  extending  from  the  nostrils 
and  the  angles  of  the  mouth. 

Peognosis  op  Heeeditary  Syphilis. — This  is  unfavour- 
able in  the  large  majority  of  cases.    Zeissl  states  that 
more  than  two -thirds  of  the  deaths  due  to  syphilis  occur 
in  the  subjects  of  the  hereditary  form  of  the  disease. 
The  child^s  system  is,  so  to  speak,  saturated  with  the 
poison,  and  its  condition  resembles  that  of  an  adult  in 
the  tertiary  stage.     There  is  therefore  a  considerable 
difference  in  limine  between  the  hereditary  and  the  ac- 
quired forms.    The  time  at  which  the  child^s  symptoms 
are  manifested  is  a  very  important  element  in  the  question 
of  the  prognosis.      If  the  symptoms  are  unmistakably 
present  at  birth,  or  appear  very  soon  afterwards,  a  fatal 
termination  may  be  expected.     On  the  other  hand,  if  the 
symptoms  are  latent  for  two,  three,  or  more  weeks,  the  pro- 
spect is  much  more  favorable,  and  as  a  general  rule,  it 
improves  in  a  degree  proportionate  to  the  length  of  the 
interval.     The  prognosis  is  of  course  influenced  by  the 
condition  of  the  child  and  its  prospects  as  regards  careful 
nursing,  &c.    When  the  appearance  of  the  symptoms  is 
delayed  until  the  second  or  third  month  the  disease  is 
generally  of  a  mild  type.     Severe  affections  of  the  mouth, 
nose  and  throat,  pustular  eruptions,  and  evident  disease 
of"  internal  organs,  e.g.  the  lungs  and  liver,  are  the  most 
formidable  sources  of  danger.     When  the  mouth  and 
throat  are  fissured  and  ulcei^ated  it  may  become  impos- 
sible to  feed  the  child,  and  exhaustion  rajaidly  follows. 
Diarrhoea  and  vomiting  often  usher  in  the  fatal  termina- 
tion.   When  recovery  takes  place  from  the  early  symptoms 
relapses  sometimes  occur,  the  hereditary  taint  sho^^ang 
itself  in  malformations  of  the  teeth,  keratitis,  disease  of 
the  bones  of  the  palate  and  nose  &c.    The  question  of 
latency  has  been  already  considered  (see  page  273)  ;  the 
relations  between  syphilis  and  other  disorders  will  be  dis- 
cussed in  another  chapter.    Whether  hereditary  sj-philis 
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protects  the  subject  of  it  from  the  full  effects  of  the  ac- 
quired form  has  not  as  yet  been  decided. 

Teeatment. — Mercury  in  some  form  is  the  remedy  to  be 
employed,  and  the  results  in  many  cases  are  very  satis- 
factory. It  may  be  administered  either  internally  or  by 
inunction.  For  the  former  purpose,  the  Hydrarg.  cum 
Creta  is  the  best  preparation,  and  may  be  given  in  one- 
grain  doses  twice  or  three  times  a  day.  If  it  causes 
diarrhoea,  a  third  of  a  grain  of  Pulv.  Ipecac.  Comp.  should  be 
added  to  each  dose.  The  result  must  be  carefully  watched ; 
marked  improvement  is  generally  noticeable  when  the 
medicine  has  been  given  for  about  a  fortnight.  The  dose 
may  then  be  diminished,  but  the  medicine  should  be  per- 
severed with  until  the  symptoms  disappear,  and  its  use 
must  be  renewed  whenever  any  sign  of  a  relapse  becomes 
apparent.  Where  there  is  much  debility  and  emaciation, 
cod-liver  oil  should  be  given  at  the  same  time.  Inunction 
is  a  convenient  way  of  administering  the  mercury,  and  is 
especially  adapted  for  cases  in  which  diarrhoea  exists. 

It  must  not,  however,  be  adopted  when  severe  and 
extensive  cutaneous  lesions  are  present.  Five  or  six  grains 
of  blue  ointment,  diluted  with  an  equal  part  of  vaseline, 
should  be  rubbed  daily  into  the  skin,  a  fresh  part  of  the 
child's  body  being  chosen  for  each  application ;  or  twenty 
to  thirty  grains  of  the  ointment  similarly  diluted  may  be 
spread  upon  a  piece  of  flannel,  which  is  kept  applied  to 
the  child^s  abdomen  or  thorax  and  changed  every  day. 
A  warm  bath  should  be  given  every  few  days. 

In  dealing  with  the  cutaneous  lesions,  the  greatest 
cleanliness  must  be  enjoined.  The  sores  and  fissures 
about  the  mouth  and  nose  should  be  dressed  with  red 
oxide  of  mercury  ointment;  condylomata  should  be  dusted 
over  with  calomel.  Deep  and  painful  fissures  about  the 
mouth  or  the  anus  should  be  touched  with  a  finely-pointed 
piece  of  nitrate  of  silver.  A  camel-hair  brush  dipped  in 
glycerine  and  water  must  be  used  to  clear  away  the  secre- 
tion from  the  nostrils  and  mouth.  Baths  containing  the 
perchloride  of  mercury  are  sometimes  useful  where  the 
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skin-affections  are  severe.  For  this  purpose,  from  fifteen 
to  forty  grains  of  the  perchloride  are  dissolved  in  water 
with  an  equal  weight  of  chloride  of  ammonium^  and  added 
to  the  child's  ordinary  bath  of  warm  water,  which  should 
be  used  for  about  half  an  hour  daily.  The  osseous  lesions 
require  iodide  of  potassium  or  the  iodide  of  iron. 

A  very  important  point  is  that  which  relates  to  the 
feeding  of  the  child.  If  the  mother  is  unable  to  suckle 
it,  artificial  feeding  must  be  resorted  to.  It  is  not  justifi- 
able to  employ  a  wet-nurse,  unless  a  woman  can  be  found 
who  has  already  suffered  from  syphilis  without  her  health 
being  much  impaired.  Even  in  this  case,  however,  there 
is  the  risk  that  the  woman  may  convey  the  disease  to  a 
third  individual,  if  lesions  be  present  on  the  lips  of  the 
infant  she  suckles.  The  mother,  as  has  been  shown  at 
the  beginning  of  this  chapter  (see  page  266),  is  free  from 
any  such  risk,  at  all  events  in  the  large  majority  of  cases. 
"When,  as  may  sometimes  happen,  the  child  is  syphilitic 
and  the  mother  to  all  appearances  healthy,  cows'  milk,  or 
some  artificial  preparation,  must  be  employed.  Even  in 
these  cases,  however,  if  there  are  no  signs  of  syphilis  about 
the  mouth  of  the  child  it  is  very  improbable  that  the 
disease  would  be  conveyed  to  the  mother,  and  she  might, 
therefore,  be  allowed  to  suckle  the  infant,  under  proper 
precautions. 


SYPHILIS  AND  OTHER  DISEASES 


297 


CHAPTEE  XXY 

THE    EELATIONS    BETWEEN    SYPHILIS    AND    OTHER  DISEASES.  

SYPHILIS  AND  WOUNDS 

The  influence  wliicli  certain  pathological  conditions  have 
upon  the  course  of  syphilis^  and  the  manner  in  which 
syphilis  increases  the  gravity  of  other  disorders^  are  subjects 
which  have  not  as  yet  received  much  attention.  With 
regard  to  the  first  of  these  questions^  it  may  be  regarded 
as  an  established  rule  that  the  general  health  of  the  patient 
has  a  very  considerable  influence  in  determining  the  course 
of  the  disease.  Cseteris  'parihus,  persons  in  impaired  health 
from  any  cause  will  suffer  more  severely  from  syphilis  than 
robust  individuals^  and  the  scrofulous  diathesis^  if  in  any 
way  decided^  influences  the  disease  in  a  very  unfavorable 
manner.  The  severity  of  syphilis  in  tropical  climates  is 
due,  in  many  cases,  to  the  fact  that  the  patients  have 
previously  suffered  from  malarious  fevers,  dysentery,  and 
other  exhausting  diseases.  The  effect  of  alcohol  upon  the 
gravity  of  the  disease  has  been  already  referred  to  (see 
page  24). 

With  regard  to  the  acute  diseases,  it  would  appear  that 
those  attended  with  febrile  symptoms  sometimes  interfere 
with  the  evolution  of  the  symptoms  of  syphilis.  The 
appearance  of  an  acute  disease,  such  as  severe  fever, 
inflammation  of  the  lungs,  &c.,  supervening  soon  after 
infection  has,  in  some  cases,  seemed  to  retard  the  develop- 
ment of  the  cutaneous  syphilides.  Lancer eaux  mentions 
several  cases  in  which  syphilitic  eruptions  disappeared  on 
the  supervention  of  an  attack  of  cholera.  An  attack  of 
smallpox  does  not  apparently  affect  the  course  of  a  syphilitic 
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eruption  already  developed.  The  occurrence  of  erysipelas, 
however,  influences  the  course  of  syphilitic  eruptions.  In 
a  case  in  which  this  disease  supervened  in  a  patient  the 
subject  of  syphilitic  papules,  produced  by  artificial  inocu- 
lation, these  were  observed  to  become  level  with  the  surface 
while  the  attack  of  erysipelas  lasted,  and  to  regain  their 
prominence  after  its  subsidence.  Certain  constitutional 
conditions,  notably  the  gouty  and  the  scorbutic  diatheses, 
tend  to  aggravate  the  severity  of  syphilis. 

With  regard  to  the  influence  of  syphilis  upon  other 
diseases,  there  are  some  which  it  certainly  aggravates, 
while  apparently  it  does  not  interfere  with  the  course  of 
others.  Scrofula,  tuberculosis  and  rheumatism  belong  to 
the  first  category,  in  which  may  also  be  included  wounds 
and  injuries  in  some  cases.  It  cannot  be  admitted  that 
syphilis  actually  produces  either  scrofula  or  tuberculosis, 
but  it  doubtless  increases  the  severity  of  these  affections. 
When  scrofulous  subjects  become  syphilitic,  the  skin,  the 
glands,  and  the  periosteum  are  especially  prone  to  become 
affected;  and  suppuration,  which  is  not  common  in  syphilis, 
is  liable  to  occur.  Scrofula  impresses  a  more  lasting 
character  upon  the  local  manifestations  of  syphilis.  AVhen 
patients  suffering  from  pulmonary  tuberculosis  become 
syphilitic,  the  course  of  the  disease  is  always  accelerated. 
Such  a  result  is  only  to  be  expected  in  view  of  the  tendency, 
which  syphilis  sometimes  exhibits,  to  localise  itself  in  the 
lung,  and  to  produce  symptoms  closely  resembling  those 
of  phthisis  (see  page  162).  Some  of  the  symptoms  of 
chronic  rheumatism  and  those  of  certain  syphilitic  affections 
of  the  bones  and  joints  much  resemble  each  other,  and  a 
combination  of  the  two  diseases  is  certain  to  aggravate 
the  symptoms  of  both.  Patients  thus  affected  would  be 
especially  liable  to  suffer  from  pains  in  the  joints  and  the 
more  superficial  bones,  becoming  more  severe  at  night  and 
in  damp  and  cold  weather.  It  would  appear  probable 
that  syphilis  influences  gout  in  a  very  special  manner. 
Patients  suffering  from  gout  are  usually  middle  aged,  and 
syphilis  contracted  after  forty  is  always  a  serious  affec- 
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tion  and  certainly  tends  to  aggravate  all  chronic  dis- 
orders, and  especially  those  accompanied  by  evidences  of 
defective  elimination.  Moreover,  febrile  disturbance,  due 
to  syphilis  or  other  causes,  is  liable  to  give  rise  to  severe 
pains  in  the  joints  in  gouty  subjects. 

The  question  as  to  whether  syphilis  exerts  any  influence 
upon  the  healing  process  of  wounds  is  important  in  respect 
to  surgical  operations  on  those  suffering  from  this  disease. 
It  would  appear  that  the  union  of  fractures  is  sometimes 
delayed  in  syphilitic  subjects  ;  and  treatment  of  the  dis- 
ease by  iodide  of  potassium  has  been  known  to  disturb  the 
union  in  cases  of  recent  fracture.     In  a  patient  under  my 
care  the  callus  formed  around  a  recent  fracture  of  the  arm 
rapidly  became  dissolved  while  this  remedy  was  being 
administered  for  a  rupial  eruption.     It  is  by  no  means 
certain  that   syphilis   exercises  any  influence  upon  the 
healing  of  incised  wounds.    If,  however,  an  incision  be 
made  into  a  recent  syphilitic  cicatrix,  or  into  a  cutaneous 
gummatous  tumour  ulceration  will  probably  be  induced. 
Zeissl,  while  denying  that  the  healing  of  incised  wounds 
in  syphilitic  subjects  differs  in  any  way  from  the  ordinary 
process,  admits  that  syphilitic  inflammatory  products  may 
be  called  into  activity  as  a  result  of  continuous  pressure 
or  blows.    He  cites  a  case  in  which  tracheotomy  was 
performed  upon  a  syphilitic  subject.    The  upper  portion 
of  the  wound  remained  normal,  the  lower  portion,  upon 
which  the  canula  pressed,  was  the  seat  of  chancrous  ulcera- 
tion.   In  plastic  operations  for  the  relief  of  deformities 
due  to  syphilitic  ulceration,  it  is  of  course  advisable  to 
wait  until  all  active  manifestations  have  ceased.    In  inter- 
fering with  a  syphilitic  cicatrix  there  is  always  the  risk 
that  ulceration  may  be  reproduced  and  may  spread  to  the 
parts  around. 

Prof.  Verneuil  has  collected  a  number  of  cases  from 
which  he  concludes  that  wounds  in  syphilitic  subjects  are 
liable  to  present  a  peculiar  appearance  and  to  follow  an 
abnormal  course.  He  states  that  the  wound  sometimes 
ulcerates  and  sometimes  remains  stationary  and  then  cica- 
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trises  very  slowly.  He  also  aflfirms  that  syphilis  may 
localise  itself  in  the  form  of  ulceration  or  a  gummatous 
growth  at  the  seat  of  a  wound  in  a  region  previously  free 
from  any  manifestations.  VerneuiFs  experience,  however, 
is  not  in  accordance  with  that  of  the  majority  of  surgeons. 
With  regard  to  the  effect  of  contusions  it  is  probable  that 
exostoses  often  arise  from  this  cause  in  syphilitic  subjects  ; 
the  specific  inflammation  is  localised  at  the  point  injured. 
It  is  in  all  probability  due  to  this  circumstance  that  nodes 
are  most  frequently  found  on  the  frontal  bone,  the  ster- 
num, clavicles,  tibia,  &c.,  these  bones  being  superficial 
and  most  exposed  to  cold  and  injury.  In  a  case  under 
my  care,  of  a  gentleman  who  spent  much  of  his  time  on 
horseback,  large  nodes  became  developed  on  the  inner  side 
of  the  head  of  each  tibia.  The  fact  that  syphilitic  mani- 
festations are  prone  to  appear  on  parts  exposed  to  irritation 
is  also  illustrated  by  the  frequent  development  of  mucous 
papules  on  the  lips  and  tongue  of  smokers. 

In  connection  with  the  subject  of  syphilis  and  wounds 
some  experiments  recently  made  by  Tarnowski,  of  St. 
Petersburg,  possess  considerable  interest.  Starting  from 
the  fact  that  the  manifestations  of  syphilis  are  especially 
prone  to  appear  in  parts  exposed  to  irritation,  and  that 
syphilitic  infiltration  sometimes  develops  around  a  seat  of 
injury  in  persons  who  show  no  other  signs  of  the  disease, 
Tarnowski  aimed  at  exciting  syphilitic  manifestations  by 
irritating  the  integument.  For  this  purpose  he  applied 
small  portions  of  Eicord's  paste  to  several  spots  in  two 
hundred  syphilitic  subjects  and  in  fifty  others  suffering  from 
various  chronic  affections  of  the  skin  and  internal  organs. 
He  expected  to  discover  a  test  for  obscure  cases  of  visceral 
syphilis,  and  also  a  means  for  ascertaining  whether  the 
disease  had  really  come  to  an  end  in  any  given  case.  No 
definite  conclusion  could,  however,  be  drawn  from  the 
results  obtained,  for  in  some  patients,  obviously  syphilitic, 
no  decided  infiltration  appeared  round  the  margins  of  the 
wounds.  In  other  cases  the  cauterised  spots  were  sur- 
rounded by  a  dusky  red  border  of  infiltration,  which  did 
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not  appear  until  the  inflammatory  reaction,  due  to  the 
caustic,  had  completely  subsided.  This  result  could  almost 
ahvays  be  obtained  in  the  interval  between  the  primary 
induration  and  the  development  of  secondary  symptoms,  and 
especially  in  persons  who  had  taken  no  mercury  ;  but  in 
the  later  stages  and  in  cases  of  visceral  syphilis  the  results 
were  generally  negative. 

Certain  constitutional  disorders  of  childhood  have  been 
regarded  as  in  some  cases  more  or  less  directly  connected 
with  syphilis  in  the  parents.  It  has  been  thought  that 
this  disease  may  not  only  be  transmitted  as  such  but  may 
appear  in  the  offspring  in  the  form  of  scrofula,  tubercu- 
losis, or  rickets.  To  establish  the  existence  of  such  a 
relation  it  would  be  necessary  to  prove  that  these  diseases 
are  more  common  in  children  who  are  suffering  or  have 
suffered  from  inherited  syphilis  than  in  others  ;  and  that 
the  majority  of  those  children  of  syphilitic  parents  who 
are  free  from  the  disease  themselves,  are  especially  prone 
to  suffer  from  one  or  other  of  these  constitutional  disorders, 
which  are,  so  to  say,  the  reflection  of  the  specific  disease. 
These  assumptions  are,  however,  destitute  of  sufficient 
foundation.  The  syphilitic  dyscrasia  is  not  capable  of 
transformation  into  scrofula,  tuberculosis,  or  rickets.  All 
that  can  be  admitted  is  that  a  condition  of  debility, 
due  to  syphilis,  may  favour  the  development  of  those 
disorders. 

In  the  case  of  scrofula  it  has  been  noticed  that  children 
who  have  passed  through  several  stages  of  hereditary 
syphilis  sometimes  present  glandular  swellings  and  casea- 
tion, but  these  appearances  are  due  to  the  disease  itself, 
and  to  its  effects  on  the  general  health.  The  severe 
tertiary  symptoms  in  the  mucous  membranes  and  bones, 
which  sometimes  manifest  themselves  at  a  later  period 
in  the  subjects  of  hereditary  syphilis,  closely  resemble  the 
effects  of  scrofula,  but  their  connection  with  syphilis  is 
proved  by  the  fact  that  they  are  preceded  by  well-marked 
symptoms  of  the  hereditary  disease.  And  with  regard  to 
children  presenting  no  signs   of   the  inherited  disease, 
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although  the  offspring  of  syphilitic  parents,  it  has  not  been 
shown  that  scrofula  is  more  common  among  them  than 
among  those  whose  parents  had  never  suffered  from  syphi- 
lis. It  may,  however,  be  conceded  that  the  children  of 
parents  much  reduced  in  health  by  syphilis  would  be  more 
likely  to  exhibit  signs  of  scrofula  than  those  whose  parents 
were  healthy,  but  the  possession  of  such  an  influence  is  by 
no  means  peculiar  to  syphilis. 

The  same  remai*ks  will  apply  to  tuherculosis.  Heredi- 
tary syphilis  predisposes  to  this  affection  only  by  enfeeb- 
ling the  general  health. 

With  regard  to  rickets  syphilis  may  be  said  to  cause 
various  degrees  of  this  affection  by  the  cachexia  which  it 
produces.  In  this  respect  its  influence  is  the  same  with  that 
of  any  other  chronic  disease  which  impairs  the  nutrition  of 
the  body  generally.  When  diarrhoea  is  a  marked  symptom 
of  hereditary  syphilis  signs  of  rickets  are  very  apt  to  appear, 
but  the  same  result  often  follows  prolonged  diarrhoea  due 
to  other  causes.  Cranio-tabes  is  probably  sometimes  due 
to  congenital  syphilis ;  but  the  evidence  on  this  point  is 
far  from  demonstrative.  That  in  the  vast  majority  of 
cases  rickets  is  utterly  independent  of  syphilis  was  clearly 
shown  in  the  discussion  on  the  subject  at  the  International 
Medical  Congress  of  1881.* 

*  See  '  Trans,  of  Congress,'  vol.  iv,  p.  51  et  seq. 


MEDICO-LEGAL  AND   SOCIAL  QUESTIONS 


303 


CHAPTER  XXVI 

MEDICO-LEGAL  AND   SOCIAL   QUESTIONS    CONNECTED  WITH 
SYPHILIS. — SYPHILIS  AND  MARRIAGE 

Various  medico-legal  questions  are  connected  with,  tlie 
subject  of  syphilis.  (1)  In  cases  of  rape  medical  evidence 
is  sometimes  required  to  determine  whether  one  or  both 
of  the  persons  concerned  are  suffering  from  syphilis.  (2) 
In  the  cases  of  nurses  infected  by  their  nurslings  and  vice 
versa,  a  medical  investigation  is  requisite  for  the  discovery 
of  the  infecting  source.  (3)  The  question  of  syphilis  and 
vaccination  has  been  already  considered  (see  -page  50). 
Its  medico-legal  bearings  are  very  important,  now  that  the 
possibility  of  the  transmission  of  syphilis  by  means  of 
vaccination  is  clearly  recognised.  (4)  Midwives  not  un- 
frequently  contract  tlie  disease  from  syphilitic  patients, 
and  subsequently  communicate  it  to  other  women.  Cases 
of  this  nature  are  sometimes  brought  before  a  court  of 
law.  (5)  In  cases  of  doubtful  identity  the  existence  of 
hereditary  syphilis  may  constitute  evidence  of  some  value. 
(6)  A  medical  witness  may  be  asked  to  decide  whether 
syphilis  is  invariably  communicated  during  intercourse, 
when  one  of  the  parties  concerned  is  suffering  from  the 
disease.  (7)  In  actions  for  divorce,  the  existence  of  syphilis 
constitutes  presumptive  evidence  of  infidelity  on  the  part 
of  the  accused. 

(1)  In  cases  of  rape,  the  existence  of  syphilis  in  both 
accuser  and  accused  may  serve  to  corroborate  the  charge. 
If  the  disease  be  present  in  the  one  and  absent  in  the 
other,  the  evidence  afforded  by  the  examination  tends,  on 
the  other  hand,  to  rebut  the  accusation.    As  a  matter  of 
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course;  careful  inquiry  must  be  made  as  to  the  precise  time 
at  whicli  the  alleged  rape  was  committed,  and  the  condi- 
tion of  the  sore  must  be  minutely  observed.  If  a  woman 
bringing  a  charge  of  rape  agaiust  a  man  be  examined 
immediately  after  the  perpetration  of  the  offence;  and  be 
found  to  be  suffering  from  decided  syphilis,  the  unchastity 
of  the  female  is  proved  by  the  examination.  The  man,  if 
examined  at  once,  will,  in  such  a  case,  even  if  guilty  of 
the  offence,  present  no  sign  of  syphilis,  and  he  may,  of 
course,  escape  altogether.  If,  however,  an  indurated  sore 
appears  three  or  four  weeks  after  the  date  of  the  alleged 
offence,  the  fact  may  serve  to  support  the  charge.  In  the 
case  of  soft  sores,  the  incubation  period  will,  of  course,  be 
much  shorter.  If  both  the  accuser  and  the  accused  are 
suffering  from  indurated  sores,  the  question  will  arise  as 
to  whether  a  sufficient  time  has  elapsed  for  incubation  to 
take  place.  In  the  case  of  children  upon  whom  attempts 
at  rape  have  been  made,  the  communication  of  syphilis 
constitutes  a  proof  upon  which  much  reliance  can  be  placed. 
Before  coming  to  a  positive  conclusion,  it  is  necessary  to 
be  satisfied  that  the  disease  could  not  have  arisen  from 
infection  irrespective  of  attempts  at  sexual  intercourse. 

(2)  The  most  common  question  for  medico-legal  inquiry 
arises  when  a  child  entrusted  to  a  wet  nurse,  presents, 
after  a  certain  time,  evident  signs  of  syphilis.  The  source 
of  the  infection  is  the  point  to  be  determined.  In  a  second 
and  more  numerous  class  of  cases,  belonging  to  this  categoiy, 
it  is  the  nurse  who  alleges  that  she  has  been  infected  by 
her  nursling.  The  complaint,  in  these  latter  cases,  is 
generally  made  late,  sometimes  after  the  death  of  the 
child.  In  forming  his  opinion,  the  medical  jurist  is  guided 
by  the  date,  seat,  and  form  of  the  specific  lesions  in  the 
nurse  and  in  the  child,  both  of  whom  must  be  carefully 
and  minutely  examined.  Inquiries  must  also  be  made 
into  the  past  and  present  state  of  health  of  the  parents 
and  that  of  their  other  children,  if  any.  The  condition 
of  the  children  and  husband  of  the  nurse  should  also  be 
investigated. 
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In  the  examination  of  the  child^  the  fact  must  be  borne 
in  mind  that  in  the  majority  of  cases  the  first  signs  of  con- 
genital syphilis  appear  before  the  end  of  the  second  month 
(see  page  272).  After  the  expiration  of  three  months, 
the  probability  that  any  symptoms  will  appear  is  com- 
paratively small.  The  most  contagious  lesions,  as  regards 
the  nurse,  are  the  mucous  patches  about  the  mouth,  lips, 
and  nose,  coexisting  with  which  similar  affections  are 
usually  to  be  found  in  the  neighbourhood  of  the  anus  and 
genital  organs.  Persistent  and  obstinate  coryza,  vesicular, 
pustular,  or  bullous  eruptions,  lesions  of  the  nails,  affections 
of  the  epiphyses  of  certain  bones  are  other  prominent 
symptoms  which  occur  in  various  combinations.  When 
syphilis  is  communicated  by  the  nurse  to  the  child  the 
first  symptom  will  be  a  primary  lesion  about  the  lips  or 
tongue.  The  evolution  of  the  disease  will  be  different 
from  that  of  hereditary  syphilis. 

With  regard  to  the  nurse,  it  is  all-important  to  obtain 
accurate  information  as  to  the  state  of  her  health  before 
she  began  to  suckle  the  child,  and  to  ascertain  in  which 
of  the  two  the  symptoms  really  appeared  first.  When  the 
nurse  is  affected  by  the  child,  the  first  symptom  which  she 
presents  is  generally  an  indurated  ulcer  or  an  ulcerated 
papule,  upon  the  nipple  or  close  to  its  base.  This  follows 
the  usual  course ;  the  induration  increases ;  the  glands  in 
the  axilla  become  swollen  and  hard ;  roseola  and  other 
secondary  symptoms  appear  as  in  other  cases.  When 
syphilis  begins  in  the  breast,  at  a  time  when  the  genital 
organs  are  intact,  the  origin  of  the  disease  is  evident. 
The  genital  organs  are  at  first  free  from  any  lesion,  but 
mucous  papules  are  likely  to  become  developed  later  on. 
When,  however,  these  coexist  with  mucous  papules  of  the 
breasts,  in  the  infra-mammary  folds  and  not  on  the  nipples, 
as  is  sometimes  seen,  it  may  be  regarded  as  certain  that 
the  nurse  did  not  contract  the  disease  from  the  child. 
It  must  be  remembered  that  the  mother  may  suckle  with 
impunity  a  child  who  communicates  the  disease  to  a  nurse, 
and  that  a  child  suffering  from  hereditary  syphilis  some- 
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times  infects  one  nurse  and  not  another.  The  state  of 
liealtli  of  tlie  nurse's  own  cMldren  constitutes  important 
evidence  in  one  or  other  direction.  If  these  remain  per- 
fectly healthy^  syphilis  in  the  nurse  is  rendered  unlikely. 
If  the  nurse's  last-born  child  is  suckled  at  the  same  time 
as  the  nursling  and  is  found  to  have  become  infected,  the 
source  of  the  disease  may  be  predicated  with  certainty. 

3.  The  questions  with  regard  to  syphilis  and  vaccination 
have  been  discussed  in  a  previous  chapter  (see  p.  50). 

4.  In  the  case  of  medical  men  and  midwives  who  con- 
tract the  disease  in  the  course  of  their  duties,  and  subse- 
quently communicate  it  to  other  women,  discovery  seldom 
takes  place  until  several  persons  have  become  affected. 
Not  only  the  lying-in  woman,  but  her  child,  and  in  some 
cases  her  husband  successively  contract  the  disease.  In 
a  recent  example  of  this  kind  the  midwife,  with  an 
unhealed  sore  on  her  hand,  continued  to  attend  women  in 
spite  of  warnings  from  medical  men.  She  communicated 
the  disease  to  several  women ;  in  one  case  the  child  only 
was  infected,  and  in  three  cases  the  husbands  subsequently 
suffered.  The  midwife  was  indicted  for  having  unlawfully 
and  maliciously  done  grievous  bodily  harm  to  the  infected 
women,  and  was  sentenced  to  twelve  months'  imprisonment. 
It  was  proved  that  she  had  not  only  been  warned,  but  that 
she  had  attended  at  least  one  case  after  she  had  been  made 
aware  that  others  whom  she  had  attended  were  already 
suffering  from  the  disease. 

5.  With  regard  to  symptoms  of  hereditary  syphilis  as 
affording  evidence  in  questions  of  doubtful  identity,  such 
cases  are  of  rare  occurrence.  The  symptoms  of  hereditary 
syphilis  in  young  adults  have  been  fully  described  (see 
p.  284).  The  coexistence  of  notched  incisor  teeth  with 
corneal  opacities  constitutes  the  most  decisive  evidence. 

6  and  7.  "With  regard  to  the  last  points  mentioned  in 
the  first  paragraph  of  this  chapter  it  is  well  known  that 
syphilis  is  not  invariably  communicated  during  intercourse 
when  one  of  the  parties  concerned  is  suffering  from  the 
disease.    In  actions  for  divorce,  when  the  defendant  is 
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alleged  to  have  contracted  syphilis^  the  duty  of  the  medical 
witness  will  be  to  determine  the  truth  or  falsity  of  the 
allegation.  For  the  general  diagnosis  of  syphilis  the  reader 
is  referred  to  the  chapter  on  this  subject. 

Syphilis  and  Marriage 

A  question  which  a  medical  practitioner  frequently  has 
to  decide^  and  one  which  involves  considerable  responsi- 
bility^ is  as  to  whether  a  person  who  has  once  had  syphilis 
but  is  free  from  all  active  manifestations  of  the  disease, 
may  be  allowed  to  marry  without  undue  risk  to  possible 
offspring  and  to  the  wife  ?  That  the  child  may  inherit  the 
disease  from  its  father  is  universally  admitted  j  that  the 
mother  may  become  infected  through  the  foetus  is  believed 
by  the  majority  of  observers.  The  health  of  the  children 
and  that  of  the  mother  are,  therefore,  in  jeopardy,  the 
total  exclusion  of  risk  is  impossible,  and  the  question  in  a 
given  case  is,  what  is  the  amount  of  the  risk  to  be  run  ? 
Is  it  so  great  as  to  forbid  marriage,  or  is  it  so  small  that 
marriage  may  be  permitted  with  almost  perfect  confidence 
that  no  evil  results  will  follow  ?  There  are,  of  course, 
many  intermediate  degrees  of  probability.  The  surgeon^s 
duty  will  be  to  ascertain  the  facts  and  to  advise  the  patient 
as  to  their  bearing  and  importance. 

When  a  patient,  who  states  that  he  has  had  syphilis, 
seeks  advice  as  to  whether  he  is  fit  to  marry,  the  first  thing 
to  be  done  is  to  test  the  accuracy  of  his  statement.  There 
is  such  a  condition  as  syphilophohia,  and  it  also  not  unfre- 
quently  happens  that  persons  assert  that  they  have  been 
infected  with  syphilis,  whereas  they  have  suffered  only  from 
non-infective  or  harmless  sores.  In  most  cases,  however, 
the  statement  with  regard  to  syphilis  is  based  upon  fact, 
and  the  practitioner  in  answering  the  patient^s  question  will 
be  guided  by  several  considerations.  These  aro  mainly  two 
in  number,  and  they  refer  to  the  stage  of  the  disease  or 
the  interval  that  has  elapsed  since  infection,  and  to  the 
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duration  and  nature  of  tlie  treatment  to  whicli  the  patient 
has  been  subjected. 

With  regard  to  the  first  pointy  it  is  of  course  presumed 
that  the  patient^s  genital  organs  are  free  from  any  active 
lesion.  Traces  of  induration  often  remain  for  months 
after  infection^  and  a  much  longer  interval  generally 
elapses  before  the  glandular  swelling  subsides.  The  penis 
is  also  the  occasional  seat  of  secondary  lesions,  the  secre- 
tions of  which  are  contagious.  But  even  if  the  genital 
organs  show  no  signs  of  disease,  manifestations  of  syphilis 
may  exist  in  other  parts,  such  as  the  mouth,  and  the  dis- 
ease may  be  directly  communicated  from  these  lesions. 
The  existence  of  any  external  manifestations  of  syphilis  is 
prohibitory  of  marriage.  In  the  absence  of  any  symptoms 
of  this  kind  it  may  be  laid  down  that,  as  a  general  rule, 
marriage  is  permissible,  provided  that  three  years  have 
elapsed  since  infection,  and  that  during  two  years  the 
patient  has  been  subjected  to  careful  and  systematic  treat- 
ment. Cseteris  paribus,  the  longer  the  interval,  the 
greater  the  probability  that  the  disease  has  become  so  far 
extinguished  that  transmission  will  not  take  place,  but  the 
question  is  one  of  probability  only.  If,  however,  infection 
was  followed  by  a  two  years'  course  of  mercurial  treatment, 
and  another  year  has  elapsed  without  any  sign  of  syphilis 
appearing,  the  patient  may  be  regarded  as  safe.  The 
notion,  somewhat  widely  prevalent,  that  baths  of  sul- 
phurous waters  are  of  any  value  as  a  test  of  the  existence 
or  non-existence  of  syphilis,  is  destitute  of  any  real  foun- 
dation. The  existence  of  tertiary  symptoms  shows,  as  a 
general  rule,  that  the  disease  has  passed  the  stage  in  which 
transmission  is  probable.  Cases  of  this  kind  are  not 
unfrequent.  A  syphilitic  patient  marries,  being  free  from 
all  active  symptoms,  and  becomes  the  father  of  several 
healthy  children,  who  never  show  any  sign  of  syphilis. 
The  father,  however,  in  the  course  of  years  presents  gum- 
matous ulceration  or  signs  of  syphilis  in  internal  organs. 
It  also  sometimes  happens  that  a  man  with  decided 
secondary  symptoms  begets  a  healthy  child. 
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The  danger  to  the  wife  has  been  fully  described  in  the 
chapter  on  hereditary  syphilis.  It  was  there  pointed  out 
that  she  may  become  infected  through  the  foetus^  and 
that  repeated  miscarriages  are  not  unfrequent  results  of 
such  contamination. 

The  whole  subject  of  syphilis  and  marriage*  has  been 
exhaustively  treated  by  Professor  Alfred  Fournier,  who 
thus  sums  up  the  conditions  which,  a  syphilitic  subject 
should  satisfy  in  order  to  enjoy  the  moral  right  of 
marrying. 

1.  Absence  of  actual  specific  symptoms. 

2.  Advanced  age  of  the  diathesis. 

3.  A  certain  period  of  absolute  immunity  since  the  last 
specific  manifestation. 

4.  The  non-menacing  character  of  the  disease. 

5.  A  sufficient  specific  treatment. 

*  '  Syphilis  and  Marriage.'  By  Prof.  Fournier.  Translated  by  Alfred 
Lingard.  1881. 
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CHAPTER  XXYII 

THE  PEEVBNTION  OP  SYPHILIS 

The  manner  in  wliicli  syphilis  is  communicated  being 
perfectly  understoodj  and  the  ravages  which  the  disease 
causes  being  only  too  evident,  it  might  be  supposed  that, 
in  civilised  communities,  every  endeavour  would  be  made 
to  stamp  out  a  pestilence  fraught  with  such  evils  to 
humanity.  The  widespread  prevalence  of  the  disease, 
however,  clearly  shows  that  the  means  adopted  fur  check- 
ing its  extension  are  very  inadequate  for  the  purpose. 

The  possibility  of  stamping  out  syphilis  can  scarcely  be 
disputed,  though  the  difficulties  are  undoubtedly  great  and 
manifold.  Strange  as  the  statement  may  appear,  it  is 
more  than  probable  that  the  frequency  with  which  the 
disease  occurs  blinds  persons  in  general  to  its  dangers. 
As  to  what  that  frequency  is  the  medical  profession  alone, 
and  chiefly  those  members  of  it  who  practise  in  large 
towns,  have  any  true  conception.  A  large  majority 
of  the  young  men  of  the  upper  and  middle  classes  suffer 
in  youth  from  some  form  of  venereal  disease,  and  among 
the  lower  classes  syphilis  is  terribly  common  and  often 
very  severe. 

Such  being  the  actual  position  with  regard  to  syphilis, 
it  may  be  asked,  Why  is  the  disease  thus  so  common  and 
how  does  it  spread  ?  The  answer  is  definite  to  a  degree. 
Excluding  the  hereditary  form,  syphilis  is  propagated 
principally  by  sexual  intercourse  ;  cases  in  which  the 
disease  is  acquired  in  other  ways  constitute  a  very  small 
proportion  of  the  entire  number.  The  source  of  the  virus 
is  prostitution,  and  the  questions  arise.  Can  the  disease 
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be  cliecked  at  its  source  ?  or  Can  the  source  itself  be 
abolished  ? 

If  the  second  of  these  questions  could  be  answered  in 
the  affirmative^  the  first  would  be  superfluous.  No  human 
meansj  however,  are  sufficient  to  abolish  prostitution ;  a 
certain  amount  will  go  on_,  but  this  amount  will  diminish 
or  increase  in  proportion  to  the  adequacy  or  inadequacy 
of  the  measures  adopted  for  its  control.  If  tbings  are 
allowed  to  take  their  own  course^  if,  as  in  London  at  the 
present  day,  prostitutes  are  allowed  to  ply  their  calling  in 
any  place  they  may  select,  without  the  slightest  interfe- 
rence, the  result  must  be  that  their  number  will  increase, 
and  that  the  spread  of  syphilis  will  be  proportionately 
facilitated.  On  the  other  hand,  not  only  prostitution,  but 
syphilis  as  well,  can  be  diminished  by  properly  regulated 
official  supervision.  It  is  the  duty  of  the  State  as  the 
guardian  of  the  public  health  not  only  to  limit  prostitution, 
but  to  exercise  a  careful  supervision  over  an  evil  which  it 
cannot  repress.  It  is  surely  necessary  that  the  present 
system  with  regard  to  prostitution  should  be  altered. 
Prostitutes  are  now  allowed  to  congregate  in  all  our 
public  places ;  the  various  metropolitan  and  suburban 
railway-stations  are  their  favourite  haunts  at  the  present 
time.  To  exclude  all  prostitutes  from  the  public  thorough- 
fares would  be  impossible,  but  solicitation  could  be  pre- 
vented, and  a  large  amount  of  open  prostitution  would  be 
thereby  checked.  The  objection  that  the  liberty  of  the 
subject  would  be  interfered  with  is  met  by  the  con- 
sideration that  the  State  does,  in  many  ways,  for  the 
public  good,  interfere  with  individual  liberty.  As  the 
late  Dr  Parkes  said  : — "  In  the  case  of  venereal  diseases, 
the  State  must  as  much  protect  its  citizens  as  from  the 
danger  of  foul  water,  or  the  chances  of  gunpowder  explo- 
sions, or  the  risks  of  any  other  perilous  and  unhealthy 
trade.  If  men  want  prostitutes  they  must  go  and  seek 
them.  If  a  woman  desires  to  become  a  prostitute  she 
must  know  that  she  will  not  be  allowed  to  pursue  her 
calling  in  the  public  streets  or  in  public  places." 
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It  has  been  shown  beyond  dispute  that  official  super- 
vision over  prostitution  has  considerably  diminished  tbe 
amount  of  sypliilis  in  the  places  wliere  it  lias  been  exer- 
cised. Such  supervision  must  of  course  include  the  detec- 
tion and  cure  of  the  disease  in  prostitutes.  Secret,  un- 
watched  prostitution  is  far  more  active  in  spreading  the 
disease  than  prostitution  which  is  under  control."  The 
difficulty  is  to  detect  the  disease  in  prostitutes.  In  all 
other  European  countries  an  elaborate  system  is  in  use  for 
this  purpose ;  brothels  are  registered  and  their  inmates 
regularly  examined.  Such  a  system  is  to  be  considered 
simply  as  a  precautionary  measure ;  its  adoption  is  not  to 
be  regarded  as  in  any  way  sanctioning  prostitution,  or 
even  as  a  recognition  of  its  inevitableuess.  ''A.  custom 
exists  which  we  cannot  set  aside  ;  let  us  obviate  its  effects 
as  best  we  may/'  hoping  that  the  custom  may  be  gradu- 
ally removed  by  other  means. 

With  the  object  of  checking  the  spread  of  syphilis  in 
the  army  and  navy  the  continental  plan  has  been  partially 
adopted  in  this  country ;  and  it  is  much  to  be  regretted  that 
in  the  spi'ing  of  last  year  the  Act  in  force  was  shorn  of  its 
efficacy  by  a  vote  of  the  House  of  Commons.  It  is 
important  to  notice  the  various  attempts  that  have  been 
made  to  control  prostitution.  In  1864,  the  Government 
passed  a  Bill,  by  the  provisions  of  which,  in  the  neigh- 
bourhood of  certain  places  (six  large  naval  and  military 
stations),  prostitutes  found  to  be  diseased  were  to  be 
taken  to  a  hospital,  and  kept  there  till  cured.  The  course 
of  procedure  was  a  cumbersome  one.  Information  had  to 
be  given  that  a  woman  was  diseased,  if  she  then  appeared 
in  public  for  the  purpose  of  prostitution  she  could  be 
apprehended,  examined,  and  if  really  diseased  sent  to  a 
hospital  ;  she  could  also  be  followed  to  a  brothel  and 
aiDprehended.  In  1866  another  Act  was  passed,  by  the 
provisions  of  which  women  known  to  be  common  prosti- 
tutes were  compelled  to  submit  to  periodical  medical 
examination,  and  if  found  to  be  diseased,  Avere  detained 
in  Lock  Hospitals  for  treatment,  until  cured.     This  Act 
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applied  to  all  the  more  important  naval  and  military- 
stations,  and  in  some  cases  to  adjoining  parishes.  The 
carrying  out  of  the  provisions  of  these  Acts  resulted  in  a 
decided  decrease  in  the  number  of  primary  venereal  sores 
at  all  the  military  stations  under  the  Act,  as  compared 
with  those  not  included  in  the  schedules.  In  1878_,  at 
fourteen  stations  under  the  Act,  the  admissions  for  primary 
venereal  sores  averaged  40  per  1000,  while  in  fourteen 
stations  not  under  the  Act  the  admissions  reached  86  per 
1000  for  the  same  affections.  An  equal  or  even  greater 
difference  has  been  observed  in  other  years.  As  might 
be  expected,  not  only  the  frequency  but  the  severity  of 
the  disease  has  been  much  reduced,  as  proved  by  compar- 
ing the  cases  with  those  observed  in  unprotected  towns 
and  districts.  In  1870  an  attempt  was  made  to  repeal 
the  Act,  and  a  Eoyal  Commission  was  appointed  to  report 
upon  its  effects.  The  Heport  shows  most  decidedly  that 
the  worst  forms  of  the  disease  had  been  much  reduced 
among  the  lower  classes  of  prostitutes,  and  that  the 
women  had  also  been  benefited  in  an  indirect  manner. 

The  Acts  have  purged  the  towns  and  encampments  to 
which  they  have  been  applied  of  miserable  creatures,  who 
were  mere  masses  of  rottenness  and  vehicles  of  disease." 
The  Report  further  says,  "  We  are  satisfied  from  the 
evidence  that  the  frequent  examination  of  women  is  the 
most  efficacious  means  of  controlling  the  disease." 

The  Acts  continued  to  be  administered  and  to  produce 
their  beneficial  effects  until  the  spring  of  last  year,  when 
by  a  chance-vote  of  the  House  of  Commons  a  fatal  blow 
was  struck  at  their  efficacy.  They  were  not,  indeed, 
repealed,  but  a  Resolution  was  carried  (April  20),  "  That 
this  House  disapproves  of  the  compulsory  examination  of 
women  under  the  Contagious  Diseases  Acts."  The 
balance  of  argument  was  entirely  in  favour  of  the  main- 
tenance of  the  Acts  in  their  integrity.  The  Judge 
Advocate-General  declared  that  though  his  vote  might 
jeopardise  his  seat  at  another  election,  he  must  protest 
against  any  attempt  to  impair  the  efficiency  of  a  system 
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wMcli  had  done  much  to  check  the  progress  and  alleviate 
the  severity  of  one  of  the  most  terrible  scourges  of 
humanity,  and  had  also  done  something  to  mitigate  in  its 
"worst  forms  one  of  the  most  baleful  as  well  as  the  most 
prevalent  vices  of  modern  society."  It  appeared  in  the 
course  of  the  debate  that  there  existed  an  entire  diverg- 
ence of  opinion  between  different  members  of  the  Govern- 
ment on  the  question  of  the  Acts.  The  result  of  the 
passing  of  the  above  Eesolution  was  that  orders  were  at 
once  sent  to  various  military  and  naval  stations,  directing 
the  police,  hitherto  employed  in  carrying  out  the  pro- 
visions of  the  Acts,  to  discontinue  their  operations.  The 
Lock  Hospitals  will  remain,  and  the  power  of  detaining 
women  ivho  present  themselves  for  treatment  and  are 
found  to  be  diseased  will  also  continue.  As  a  matter  of 
fact,  very  few  women  will  present  themselves  voluntarily  ; 
and  without  compulsory  examinations  the  remaining 
clauses  of  the  Acts  are  devoid  of  any  real  value.  It  is 
to  be  hoped  that  another  Parliament  will  rectify  the  mis- 
take, and  that  another  Government  may  be  found  willing 
to  assume  responsibility  even  at  the  risk  of  incurring 
unpopularity  among  a  certain  influential  but  ill-informed 
class  of  the  community. 

Note. — While  these  pages  have  been  passing  through 
the  press,  the  remarks  made  in  the  text  have  been  confirmed 
in  the  most  decided  manner  by  the  experience  of  my  friend 
Mr  Parker  Wilson,  Surgeon  to  H.M.-'s  Military  Prison  at 
Brixton.  Mr  Wilson  informs  me  that  since  1st  January, 
1884,  the  number  of  pinsoners  admitted  has  been  342,  and 
of  this  number  79  (23'09  per  cent.)  were  found  to  be 
suffering  from  venereal  disease.  In  1882  the  percentage 
of  these  cases  was  2-9,  and  in  1883  (during  part  of  which 
the  Acts  were  in  abeyance)  it  was  4-5.  Mr  Wilson  goes 
on  to  say  that  many  who  are  infected  do  not  apply  for 
treatment ;  and  that  not  only  has  the  practical  abolition 
of  the  Act  been  followed  by  an  increase  in  the  nnmhcr  of 
cases,  but  that  "the  character  of  the  disease,  which  had 
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become  modified^  is  beginning  to  assume  its  old  virulent 
type."  The  result  upon  the  health  of  the  soldier  is 
obvious  ;  and  inasmuch  as  the  men  under  the  short  service 
system  are  more  likely  to  marry  before  the  disease  is 
eradicated,  the  propagation  of  a  race  of  infected  offspring 
is  the  probable  or  certain  consequence. 
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CHAPTER  XXYIIl 

THE  TREATMENT  OP  SYPHILIS 

The  treatment  of  some  of  the  more  prominent  lesions 
of  syphilis  has  been  succinctly  described  in  preceding 
chapters.  It  now  remains  to  discuss  at 'some  length  the 
treatment  of  syphilis  in  general,  and  to  point  out  the  indi- 
cations and  contra-indications  for  the  various  remedies 
which  are  employed.  In  syphilis,  as  in  all  diseases  un- 
doubtedly depending  upon  a  specific  virus,  the  objects  to 
be  aimed  at  are  to  subdue  the  cause  of  the  disorder,  or  to 
eliminate  the  virus  from  the  system,  and  to  assist  the 
restorative  powers  of  the  body  in  the  establishment  of 
healthy  function  and  structure.  The  treatment  best 
adapted  for  the  attainment  of  these  objects  consists  in  the 
administration  of  certain  medicines  and  in  the  prescription 
of  various  hygienic  rules. 

It  is  unnecessary  to  do  more  than  briefly  allude  to  the 
expectant  treatment  as  applied  to  syphilis.  Some  of  those 
who  still  adopt  it  allow  that  recourse  must  be  had  to 
medicines,  viz.  iodide  of  potassium  or  mercury,  if  the  sym- 
ptoms prove  to  be  particularly  obstinate.  Zeissl,*  one  of 
the  chief  advocates  of  the  expectant  method,  treats  the 
primary  induration  with  simple  local  applications.  When 
any  eruption  appears  he  gives  some  preparation  of  iodine, 
and  if,  after  this  has  been  persevered  with  for  six  weeks, 
the  eruption  still  remains  or  any  other  symptom  appears,  he 
prescribes  mercury  in  the  form  of  Zittmann's  decoction,  or 
by  inunction,  or  in  very  rare  cases  by  subcutaneous  injection. 
Such  a  method,  however,  appears  to  be  at  least  illogical. 
*  '  Lehrbuch  der  Syphilis,'  iv  Aufl.,  S.  669. 
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matever  may  be  the  way  in  wliicli  mercury  produces  its 
effects,  there  can  be  no  doubt  as  to  its  beneficial  action  upon 
the  great  majority  of  the  visible  manifestations  of  syphilis  and 
uponmany  of  the  subjective  symptoms;  and,  regarding  as  I 
do  the  induration  as  a  symptom  of  the  contamination  of  the 
system — as  significant  in  this  respect  as  a  skin-eruption — 
I  firmly  believe  that  the  earlier  mercurial  treatment  is 
adopted  after  the  diagnosis  has  been  established  the  better 
will  it  be  for  the  patient.  If,  as  appears  in  the  highest 
degree  probable,  mercury  removes  or  relieves  the  more 
prominent secondary  symptoms,  the  same  remedy  ought 
surely  to  be  adopted  in  the  treatment  of  the  induration, 
which  is  par  excellence  the  peculiar  sign  of  syphilis. 

The  Medicines  to  be  relied  upon  in  the  treatment  of 
syphilis  are  mainly  two,  viz.  mercury,  in  some  one  or  other 
of  its  preparations,  and  iodine,  which  is  generally  given 
in  the  form  of  iodide  of  potassium.  There  are  a  few 
auxiliary  remedies,  e.g.  sarsaparilla  and  guaiacum,  more  or 
less  useful  in  certain  cases. 

For  directions  for  the  treatment  of  the  primary  induration 
the  reader  is  referred  to  the  chapter  on  that  subject  (see 
p.  83).    As  there  stated,  the  most  convenient  way  of 
administering  mercury   is   by  the  mouth,  and  the  pil. 
hydrarg.  is  the  preparation  I  generally  use.    The  dose  is 
from  three  to  five  grains,  combined  with  |-  to  4  gi*-  of 
opium  night  and  morning,  and  the  remedy  should  be  con- 
tinued until  a  slight  effect  is  produced  upon  the  gums. 
The  time  required  varies  in  different  cases,  but  as  a  gene- 
ral rule  some  effect  is  observable  in  the  course  of  two  or 
three  weeks.    The  patient  must  be  carefully  watched,  and 
as  soon  as  the  gums  become  in  the  least  degree  tender  and 
swollen,  the  dose  must  be  reduced  or  the  medicine  given 
only  once  a  day.     Care  must  be  taken  to  avoid  salivation, 
which  so  far  from  being  necessary  is  absolutely  injurious, 
partly  because  it  prevents  the  continuous  administration 
of  the  medicine. 

In  the  majority  of  cases,  with  proper  care,  the  effects 
of  the  remedy  can  be  kept  up  for  an  almost  indefinite  time. 
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Should,  however,  salivation  occur,  as  indicated  by  marked 
tenderness  and  swelling  of  the  gums,  tongue  and  sali- 
vary glands,  a  coppery  taste,  foetid  breath,  and  profuse 
flow  of  saliva,  the  medicine  must  of  course  be  forthwith 
discontinued.  In  order  to  moderate  the  symptoms,  the 
patient  should  take  a  dose  of  some  active  purgative  with 
the  view  of-  removing  from  the  bowels  any  remaining 
mercury,  and  should  use  some  astringent  and  stimulating 
gargle.  Milk  forms  the  best  and  most  pleasant  gargle. 
A  good  formula  often  employed  is,  alum,  potassee  chlorat, 
aa  3iss,  aquee  j^ij*  '^^i^  should  be  used  every  two  or 
three  hours,  and  the  mouth  cleansed  with  a  soft  brush. 
A  gargle  composed  of  one  part  of  brandy  to  four  or  five 
of  water  is  also  useful,  and  if  there  be  much  foetor  a 
drachm  of  the  chlorinated  solution  of  soda  may  be  added 
to  each  ounce  of  the  gargle.  No  internal  remedy  has 
any  specific  power  of  checking  salivation ;  a  little  opium 
may  be  given  to  relieve  pain  and  discomfort.  After  the 
symptoms  have  subsided,  a  short  interval  should  be  allowed 
to  elapse  before  the  mercurial  course  is  recommenced. 
The  mercury  must  then  be  given  very  cautiously  and  in 
very  small  doses. 

In  the  large  majority  of  cases,  provided  that  due  care 
be  taken,  no  such  disagreeable  effects  follow  the  use  of 
the  mercury.  When  given  as  recommended  for  the  pri- 
mary induration,  absorption  of  the  latter  almost  invariably 
begins  soon  after  the  least  degree  of  tenderness  is  felt  in 
the  mouth.  If  the  indurated  portion  be  of  small  dimen- 
sions, it  will  probably  disappear  in  the  course  of  a  few 
weeks  ;  if  large,  more  time  will  be  required,  but  its  ulti- 
timate  absorption  may  be  confidently  predicted. 

The  administration  of  mercury  as  above  recommended 
appears  in  a  few  cases  to  cut  short  the  disease,  that  is,  to 
prevent  any  further  constitutional  manifestations.  I  have 
met  with  several  instances  of  this  kind  in  the  course  of 
my  practice.  In  one  case,  a  gentleman,  aged  35,  presented 
a  well-marked  indurated  sore,  accompanied  by  indurated 
and  very  prominent  glands  in  both  groins.    Under  the 
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use  of  blue  ointment  locally  and  blue  pill  internally  tlie 
sore  slowly  healed.  The  mercurial  treatment  has  been 
continued  for  a  year,  and  there  have  been  no  secondary 
manifestations  whatever.  The  induration  has  disappeared, 
but  some  enlargement  of  the  glands  remains.  In  the  cases 
of  two  brothers,  lately  under  my  care,  intervals  of  five  and 
seven  months  respectively  have  elapsed  since  infection. 
Both  these  patients  have  been  treated  with  mercury  from 
the  beginning,  and  no  eruption  or  any  other  symptom  has 
appeared.  The  treatment  is  still  being  continued.  In  the 
majority  of  instances,  however,  such  results  are  not 
attained,  but  it  may  be  regarded  as  an  established  fact  that 
the  early  administration  of  mercury  at  least  retards  the 
outbreak  of  additional  symptoms,  and  certainly  mitigates 
the  severity  of  any  that  may  present  themselves. 

Patients  undergoing  a  course  of  mercurial  treatment 
should  adopt  certain  precautions,  and  follow  certain  rules 
as  to  mode  of  living,  &c.  Confinement  to  the  house  in 
ordinarily  fine  weather  is  by  no  means  necessary.  On  the 
other  hand  it  is  probable  that  exercise  and  fresh  pure  air 
tend  decidedly  to  prevent  salivation.  In  the  eruptive 
stage,  confinement  to  the  house  is  desirable,  and  when 
any  special  symptoms  are  present,  such  as  high  fever, 
iritis,  laryngitis,  &c.,  it  will  be  necessary  to  keep  the 
patient  in  bed.  The  patient  should  live  quietly  and 
regularly,  should  wear  warm  clothing,  and  avoid  getting 
chilled.  His  diet  should  be  plain,  but  nutritious.  Alco- 
hol is  to  be  avoided,  but  if  from  any  cause  stimulants  are 
required,  some  light  wine,  such  as  claret,  may  be  allowed 
in  moderation.  It  is  advisable  that  the  patient,  if  a 
smoker,  should  renounce  tobacco  while  taking  mercury. 
The  skin  must  be  kept  perfectly  clean,  and  for  this  pur- 
pose a  daily  tepid  bath  is  desirable.  The  question  as  to 
the  influence  of  a  course  of  warm  baths  will  be  presently 
discussed. 

With  regard  to  the  time  during  which  the  mercury 
should  bo  administered  for  syphilis,  it  was  stated  in  a 
previous  page  that  the  course  of  treatment  should  extend 
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over  two  years.  It  is  not,  however,  meant  that  the 
mercury  should  be  continuously  administered  for  this 
period.  It  should  be  given  for  six  months,  and  then  dis- 
continued for  a  month  or  six  weeks.  Another  course  of 
three  months  is  then  advisable,  after  which  a  longer 
interval  may  be  allowed.  A  third  and  a  fourth  course, 
with  an  interval  between  them  of  three  or  four  months, 
will  complete  the  treatment.  It  is  obvious  that  this  plan 
necessitates  a  considerable  amount  of  self-control  on  the 
part  of  the  patient,  and  in  many  cases  it  cannot  be 
properly  carried  out.  Every  eiJort  should,  however,  be 
made  to  induce  patients  to  submit  to  a  thorough  course  of 
treatment,  and  to  remain  under  medical  supervision  for  the 
time  specified. 

Other  preparations  of  mercury,  and  other  methods  of 
administering  the  remedy,  require  to  be  briefly  noticed. 
The  Hydrargyrum  cum  Oreta  is  useful  in  those  cases  in 
which  mercury  causes  irritation  of  the  bowels.  Two  or 
three  grains  combined  with  two  grains  of  Dover's  powder 
may  be  given  twice  or  three  times  a  day.  It  is  especially 
serviceable  in  the  treatment  of  hereditary  syphilis.  It 
may  also  be  used  for  adults  towards  the  end  of  a  mer- 
curial course.  The  subchloride  of  mercury,  calomel,  is 
unsuitable  for  administration  in  syphilis  generally,  except 
under  circumstances  in  which  it  is  desirable  to  bring  the 
system  rapidly  under  the  influence  of  the  remedy.  It 
must  then  be  combined  with  opium.  The  perchloride  of 
mercury  has  been  largely  used  in  the  treatment  of  syphilis 
since  the  end  of  the  last  century,^  when  it  was  introduced 
mainly  by  Yan  Swieten.  He  appears  to  have  suspected 
that  salivation  was  not  requisite  for  the  cure  of 
syphilis,  and  hence  he  was  desirous  of  obtaining  some 
mercurial  "  that  might  be  diluted  at  will  and  so  tried  in  a 
very  small  dose."  He  began  his  experiments  with  corro- 
sive sublimate,  as  possessing  these  properties.  This  pre- 
paration has  the  advantage  of  being  absorbed  by  the  intes- 
tinal canal  without  undergoing  change  ;  other  preparations 
have  to  be  converted  into  the  bichloride  in  order  to  be- 
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come  capable  of  absorption.  Tlie  dose  is  from  one-twentieth 
to  one-twelftli  of  a  grain  twice  or  three  times  a  day ; 
larger  doses  are  very  apt  to  cause  griping  and  purging. 
The  best  mode  of  using  it  is  in  the  form  of  pills  made  of 
crumb  of  bread.  "  A  watery  solution  of  percliloride  of 
mercury  readily  undergoes  decomposition,  especially  when 
exposed  to  solar  light ;  calomel  is  precipitated  and  hydro- 
chloric acid  set  free.  This  change  is  facilitated  by  the 
presence  of  organic  substances,  whereas  it  is  checked  by 
the  presence  of  alkaline  chlorides  "  (Pereira) .  The  solu- 
tion should  always  be  recently  prepared.  The  biniodide 
is  an  efficient  substitute  for  the  perchloride,  and  when 
dissolved  in  a  watery  solution  of  iodide  of  potassium  it 
remains  unchanged.  It  is,  however,  better  adapted  for 
the  later  manifestations  of  syphilis,  such  as  relapsing 
papular  eruptions,  gummatous  ulceration,  affections  of  the 
nervous  system,  &c. 

Inunction  is  another  method  by  which  mercury  may  be 
administered,  and  for  this  purpose  the  Unguent.  Hydrar- 
gyri  is  the  best  preparation.  Inunction  is  advisable  for 
those  cases  in  which  mercury  in  any  form,  and  even  when 
combined  with  opium,  disorders  the  stomach  and  bowels. 
The  method  is,  however,  disagreeable  to  most  patients  ; 
it  is  also  impossible  to  ascertain  the  quantity  of  mercury 
actually  absorbed,  and  profuse  salivation  is  sometimes 
rapidly  caused.  When,  however,  this  method  is  selected 
the  best  plan  is  to  direct  the  patient  to  rub  every  morning 
a  drachm  of  the  blue  ointment  into  the  sole  of  the  right 
and  left  foot  alternately,  the  foot  being  washed  at  night. 
Absorption  is  promoted  by  the  warmth  and  movements 
of  the  foot,  and  the  part  can  be  readily  cleansed.  For 
patients  to  whom  the  marks  of  blue  ointment  upon  the 
linen  are  of  no  consequence,  the  application  may  be  made 
daily  to  various  other  parts  of  the  body  in  turn,  such 
as  the  inner  surfaces  of  the  thighs,  sides  of  chest,  back, 
and  inner  surfaces  of  arms  and  forearms.  About  a 
drachm  of  the  ointment  should  be  rubbed  in  for  ten  or 
fifteen  minutes  ;  and  the  rubbing  may  be  done,  if  neces- 

21 


322 


SYPHILIS   AND  PSEUDO-SYPIJILIS 


pnrj,  by  an  attendant  whose  hand  is  protected  by  a  glove. 
The  blue  ointment  is  preferable  to  the  oleates  of  mercury 
recently  introduced.  Mercurial  ointments  rubbed  into  the 
skin  sometimes  produce  an  eczematous  eruption  (see 
page  98)  which  occasionally  persists  for  a  considerable 
time,  and  in  some  cases  reappears  at  long  intervals  after 
the  remedy  has  been  discontinued. 

With  regard  to  the  time  during  which  the  frictions  are 
to  be  used,  this  must  depend  upon  the  nature  of  the  case, 
and  the  condition  of  the  patient.  Signs  of  salivation 
must  be  carefully  watched  for,  and  the  frictions  must  be 
discontinued  or  used  less  frequently  as  soon  as  the  gums 
are  the  least  swollen  or  tender.  As  a  general  rule,  some 
effect  upon  the  mouth  is  noticeable  after  the  frictions  have 
been  employed  for  two  or  three  weeks.  The  diet  and 
manner  of  living  should  be  such  as  were  recommended  in  a 
previous  paragraph.  Constipation,  if  present,  should  be 
counteracted  by  the  use  of  mild  purgatives,  and  in  debili- 
tated patients,  tonics  such  as  quinine,  iron,  and  cod-liver 
oil  may  be  advantageously  combined  with  the  mercurial 
treatment. 

In  the  large  majority  of  cases  of  syphilis,  the  adminis- 
tration of  mercury,  either  internally  or  by  inunction,  is 
followed  by  subsidence  of  all  local  symptoms,  and  if  the 
patient's  health  has  become  impaired,  by  considerable 
improvement  in  the  general  appearance  and  condition. 
It  is  true  that  loss  of  weight  is  usually  one  of  the  first 
effects  of  a  mercurial  course,  but  this  is  quickly  followed 
by  an  increase,  sometimes  to  such  a  degree  that  the  patient 
becomes  decidedly  heavier  than  before.  The  number  of 
red  corpuscles  in  the  blood  is  almost  invariably  increased. 

Mercury  may  also  be  administered  in  another  manner, 
namely,  by  fumigation.  This  method  is  peculiai-ly  suitable 
for  the  treatment  of  the  cutaneous  affections,  and  it  may 
be  combined  with  the  internal  administration  of  the  drug. 
That  mercury  has  a  direct  local,  action  upon  the  mani- 
festations of  syphilis  has  been  proved  by  the  results  of  the 
hypodermic  injections  of  the  perchloride.     In  one  case,  a 
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confluent  papular  syphilid e  upon  the  shoulder  became  mucli 
paler  in  colour  after  the  hypodermic  injection  of  the  per- 
chloride  into  its  centre,  while  patches  of  eruption  on  other 
parts  of  the  body  remained  unaltered.  The  same  result 
is  often  seen  to  follow  the  use  of  ointments  containing 
various  preparations  of  mercury. 

Fumigation,  as  a  method  of  administering  mercury, 
dates  from  the  time  when  syphilis  was  epidemic.  The 
plan  fell  into  comparative  desuetude,  until  it  was  revived 
in  this  country  by  Mr  Langston  Parker.  Various  pre- 
parations of  mercury  may  be  used  for  this  purpose ;  of 
these  calomel  is  the  most  convenient,  and  its  vapour  may 
be  advantageously  combined  with  steam,  so  as  to  form  a 
moist  bath.  The  apparatus  required  consists  of  a  spirit- 
lamp  placed  in  a  cage  of  wire-gauze ;  the  central  portion 
of  the  roof  is  formed  by  a  plate  to  hold  the  calomel,  while 
a  metallic  trough,  to  hold  water,  occupies  the  circum- 
ference. The  patient  sits  on  a  cane-bottomed  chair,  and 
is  enveloped  in  blankets  or  a  cloak  made  for  the  purpose. 
The  bath  should  be  taken  at  bedtime.  From  ten  to  sixty 
grains  of  resublimed  calomel  are  placed  on  the  central 
plate ;  hot  water  is  poured  into  the  circular  trough,  and 
the  lamp  is  then  lit  and  the  apparatus  is  placed  under  the 
chair.  In  from  fifteen  to  twenty  minutes  it  will  be  found 
that  both  the  calomel  and  the  water  have  disappeared  by 
evaporation.  It  is  advisable  that  the  patient  should  open 
the  upper  part  of  the  cloak,  and  inhale  the  vapour  for  half 
a  minute  or  more,  three  or  four  times  while  taking  the 
bath,  and  that  he  should  go  to  bed  without  wiping  off  the 
thin  layer  of  calomel  deposited  on  his  skin.  The  bath  is 
to  be  repeated  according  to  circumstances.  In  some  cases 
it  causes  symptoms  of  weakness  and  prostration,  and  when 
this  is  the  case,  it  should  be  used  every  second  or  third 
night.  In  other  cases,  no  such  unpleasant  effects  are 
produced,  and  the  patient  may  take  the  bath  every  night 
and  continue  it  until  all  symptoms  have  disappeared. 
Salivation  is  very  rarely  induced.  In  the  absence  of  any. 
special  apparatus,  a  mercurial  vapour-bath  can  be  pre- 
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pared  by  sprinkling  tlie  calomel  on  a  hot  brick,  wliich 
together  with  a  vessel  containing  boiling  water,  is  placed 
under  tbe  chair  as  before.  The  effect  of  the  baths  upon 
syphilitic  skin-affections  is  generally  rapid  and  satisfactory, 
but  as  regards  the  curative  effects  of  the  remedy,  this 
method  of  administering  mercury  is  far  less  advantageous 
than  the  internal  exhibition  and  the  method  by  inunction. 
Many  of  the  syphilitic  eruptions  of  the  face  are  very  satis- 
factorily treated  by  fumigation. 

Baths  containing  a  solution  of  the  perchloride  of  mercury 
are  very  rai^ely  used  in  this  country.  It  may,  indeed,  be 
doubted  whether  any  of  the  mercury  is  absorbed  by  the 
sound  skin.  Where  abrasions  or  ulcerations  exist,  absorp- 
tion will  probably  take  place,  but  for  such  cases,  the 
vapour  bath  constitutes  the  best  method.  For  children 
suffering  from  cutaneous  symptoms  of  hereditary  syphilis, 
the  frequent  use  of  a  bath,  containing  from  twenty  to  forty 
grains  of  the  perchloride  is  often  followed  by  excellent 
results. 

The  hypodermic  injection  of  the  perchloride  or  of  any 
other  mercurial  preparation  is  not  to  be  recommended, 
thougb  its  advocates  claim  that  it  causes  a  rapid  dis- 
appearance of  syphilitic  symptoms.  This,  however,  is  by 
no  means  equivalent  to  a  cure  of  the  disease,  and  it  has 
been  noticed  that  recurrences  are  very  prone  to  occur 
under  the  use  of  this  method.  The  injections  of  about 
gr.  ~  of  the  perchloride  cause  considerable  pain,  often 
lasting  for  some  time,  and  troublesome  abscesses  are 
sometimes  the  result.  It  is  difficult  to  see  what  advantage 
this  method  possesses,  as  compared  with  the  internal 
administration  or  the  method  by  inunction. 

As  a  matter  of  course,  the  directions  given  above  for 
the  use  of  mercuiy  apply  also  to  cases  in  which  secondary 
symptoms  have  appeared  and  the  drug  has  been  withLeld, 
or  given  in  an  insujQ&cient  quantity. 

Certain  circumstances  contraindicate  the  use  of  mercury, 
xvhile  others  require  that  special  precautions  should  be 
taken.    Mercury  is  not  to  be  given  for  a  primary  sore. 
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unless  manifest  induration  be  present.  It  must,  of  course, 
not  be  given  when  there  is  the  least  symptom  of  sloughing 
or  phagedsena,  and  if  these  complications  ensue  under  its 
use,  it  must  be  immediately  discontinued.  Mercury  should 
not  be  given  to  patients  suffering  from  phthisis  in  a  well- 
marked  form,  but  the  i-esemblance  between  the  symptoms 
of  this  disease  and  those  of  syphilitic  affections  of  the 
lungs  (see  page  162),  must  be  borne  in  mind.  When 
the  phthisical  symptoms  are  not  far-advanced  and  the 
patient's  general  health  is  tolerably  good,  mercury  need 
not  be  withheld,  provided  that  great  caution  be  used.  If 
it  appear  to  aggravate  the  chest  symptoms,  iodide  of 
potassium  should  be  substituted  for  it.  Patients  suffering 
from  albuminuria,  not  due  to  syphilis,  are  not  fit  subjects 
for  a  mercurial  course.  Severe  salivation  is  liable  to  be 
induced  after  a  few  doses  of  the  medicine,  which  would 
then  have  to  be  discontinued.  With  regard  to  scrofula, 
mercury  is,  as  a  general  rule,  badly  borne  by  the  subjects 
of  this  condition.  If,  however,  the  symptoms  of  syphilis 
are  severe,  while  those  of  scrofula  are  not  very  prominent, 
mercury  may  be  given  tentatively  and  in  small  doses. 
The  biniodide,  dissolved  in  solution  of  iodide  of  potassium, 
is  a  very  suitable  preparation  for  these  cases.  Tonics, 
especially  cod-liver  oil  and  iron,  should  be  given  at  the 
same  time.  If  the  mercury  aggravates  the  symptoms  of 
scrofula,  iodide  of  potassium  must  be  substituted  for  it. 
In  very  ansemic  subjects  suffering  from  syphilis,  caution 
is  necessary  in  administering  mercury.  If,  however,  the 
condition  is  due  to  syphilis,  it  will  certainly  be  improved 
by  mercury,  the  use  of  which,  in  small  doses,  has  been 
shown  to  increase  the  number  of  red  corpuscles  in  syphilitic 
patients.  In  such  cases  the  improvement  in  the  appear- 
ance of  the  patient  will  proceed  'pari  passu  with  that  of 
the  symptoms  of  the  disease.  If  the  anaemia  be  due  to 
organic  disease,  to  malarious  fever,  dysentery,  &c.,  or  to 
incautious  use  of  mercury  at  a  pi'evious  time,  the  iodide  of 
potassium,  combined  with  tonics,  must  be  substituted  for 
mercurials.    In  the  last  place,  it  must  be  remembered  that 
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some  patients  are  very  prone  to  become  salivated,  even 
with  very  small  doses  of  mercury,  and  in  the  absence  of 
any  obvious  cause  for  this  peculiarity.  Several  well-authen- 
ticated cases  have  been  placed  on  record  proving  that 
severe  ptyalism  may  be  caused  by  a  few  grains  of  any 
mercurial  preparation. 

It  remains  now  to  describe  the  local  mercurial  treat- 
ment of  the  manifestions  of  syphilis.  This  is  altogether 
subordinate  to  the  general  treatment,  but  local  applications 
often  accelerate  the  disappearance  of  the  cutaneous  and 
mucous  lesions.  Directions  have  already  been  given  for 
the  local  treatment  of  the  primary  sore,  of  condylomata 
and  of  syphilitic  affections  of  the  mouth  and  nose.  The 
milder  cutaneous  eruptions  almost  invariably  subside  under 
constitutional  treatment. 

The  mercurial  vapour  bath  is  especially  suitable  for 
cases  in  which  the  eruptions  prove  obstinate,  and  parti- 
cularly when  the  face  is  affected.  Calomel  ointment 
(made  with  precipitated  calomel),  or  the  Unguent 
Hydrarg.  Nitrat.  may  be  applied  to  chronic  papular 
eruptions ;  and  the  so-called  "  psoriasis "  of  the  palms 
and  soles  requires  frequent  soaking  in  warm  water,  and, 
after  thorough  drying,  the  application  of  either  of  the 
above  ointments,  or  of  the  Unguent  Hydrarg.  Oxid.  Rub. 
Pustular  eruptions,  unless  very  severe,  require  no  local 
treatment,  beyond  being  protected  from  irritation.  When 
scabs  and  crusts  form,  one  of  the  ointments  mentioned 
above  may  be  applied.  In  severe  cases,  the  scabs  or 
crusts  should  be  removed  by  sponging  with  Avarm  water, 
or  by  bread  poultices,  and  finely -powdered  iodoform  should 
then  be  applied  on  a  soft  brush.  Secondary  and  tertiary 
ulceration,  due  to  syphilis,  requires  particular  local  treat- 
ment. When  the  ulcers  are  small  and  scattered,  the  red 
ointment  is  the  most  suitable  application.  If  they  are 
very  painful,  they  should  be  dusted  over  with  iodoform, 
reduced  to  an  extremely  fine  powder.  Serpiginous  ulcera- 
tion may  be  treated  in  the  same  way.  The  ulcers  left 
after  the  detachment  of  rupial  crusts  should  be  dressed 
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with  tlie  red  ointment  ;  and  if  profuse  granulations  spring 
up,  nitrate  of  silver  should  be  applied.  Cutaneous  gum- 
mata  should  be  covered  with  mercurial  ointment,  or  the 
red  ointment,  in  order  to  promote  absorption.  If,  however, 
disintegration  takes  place  and  fluctuation  becomes  percep- 
tible, it  is  best  to  allow  the  swelling  to  open  spontaneously. 
When  the  contents  have  been  discharged,  some  one  of  the 
above-mentioned  ointments  may  be  applied  to  the  opening, 
and  if  an  ulcer  results,  iodoform  should  be  dusted  over  it. 
When  the  base  of  such  an  ulcer  is  indolent  and  foul,  and 
shows  no  disposition  to  heal,  it  should  be  painted  over 
several  times  with  a  solution  of  carbolic  acid,  one  part  to  four 
of  water.  As  a  matter  of  course,  constitutional  treatment 
must  at  the  same  time  be  continuously  persevered  with. 

As  a  general  rule,  the  primary  and  secondary  stages  of 
syphilis  require  mercurial  treatment,  while  the  iodide  of 
potassium  is  the  main  remedy  to  be  relied  on  for  dealing 
with  the  tertiary  symptoms  and  visceral  lesions.  It  is 
also  useful  for  some  of  the  manifestations  of  the  secondaiy 
stage,  especially  the  late  pustular  eruptions-  and  the 
various  affections  of  the  bones.  Its  effects,  however, 
though  more  rapidly  produced  than  those  of  mercury,  are, 
as  a  general  rule,  less  permanent.  A  combination  of  the 
two  remedies  is  also  sometimes  more  efficacious  than  either 
used  separately. 

The  iodide  of  potassium  is  given  internally  in  solution, 
or  in  the  form  of  pills,  and  it  may  also  be  administered  by 
the  rectum.  Iodine  itself  is  seldom  given  internally,  but 
its  external  application,  in  the  form  of  tincture  or  liniment, 
is  useful  for  glandular  enlargement  and  superficial  affections 
of  the  bones  and  periosteum.  When  taken  internally,  the 
iodide  is  very  rapidly  absorbed  into  the  blood,  and  it 
soon  appears  in  the  various  secretions  and  excretions. 
The  ordinary  dose  is  from  five  to  fifteen  grains,  and  it  is 
well  to  begin  with  a  comparatively  small  quantity,  and  to 
increase  it,  when  necessary,  by  the  daily  addition  of  two  or 
three  grains  to  each  dose.  In  cases  of  disease  of  the  bones, 
of  obstinate  cutaneous  or  mucous  ulceration    and  of 
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syphilitic  affections  of  the  nervous  system,  it  is  often 
necessary  to  prescribe  large  doses,  such  as  three  drachms 
or  even  more  daily.  The  good  effects  of  the  iodide  are 
increased  by  the  addition  of  a  few  grains  of  carbonate  of 
ammonia  to  each  dose.  Seltzer  water,  or  some  effervescing 
combination,  forms  the  best  vehicle  for  the  large  doses, 
which  should  be  administered,  well  diluted,  after  food.  It 
sometimes  occasions  nausea,  vomiting,  pain  and  heat  in  the 
stomach,  purging,  and  symptoms  of  nasal  catarrh ;  and  in 
some  persons  very  small  doses  suffice  to  produce  these 
symptoms.  The  nasal  catarrh  is  the  most  common  ;  it  is 
accompanied  by  frontal  headache,  lachrymation,  oedema 
of  the  neighbourhood  of  the  orbit,  swelling  of  the  nostrils, 
and  occasionally  by  the  development  of  a  papular  or 
vesicular  eruption  on  the  face  and  neck.  Severe  oedema 
of  the  glottis,  necessitating  tracheotomy,  is  the  most  serious 
symptom  that  has  been  noticed.  In  other  cases  it 
produces  a  petechial  rash,  and  in  others  an  eruption  of 
bullae.  In  addition  to  these  obvious  results,  iodide  of 
potassium  sometimes  causes  much  bodily  and  mental 
depression,  loss  of  appetite  and  feelings  of  general  dis- 
comfort, and  these  symptoms  may  occur  in  the  absence  of 
gastric  irritation  or  nasal  catarrh.  All  these  unpleasant 
effects  can  best  be  obviated  by  administering  the  drug  in 
the  manner  above  described ;  and  if  the  symptoms  are 
still  troublesome,  the  iodide  of  ammonium  or  sodium 
should  be  tried.  In  cases  where  the  stomach  refuses  to 
tolerate  the  iodides  in  any  form,  they  may  be  administered 
by  the  rectum  in  doses  of  twenty  or  thirty  grains,  dissolved 
in  an  ounce  of  thin  mucilage.  As  a  general  rule, 
however,  if  proper  precautions  be  observed,  the  iodide  of 
potassium,  even  in  very  large  doses,  is  well  borne  by  the 
patients ;  and  its  effects  upon  severe  pustular  eruptions, 
rapia,  severe  ulceration  of  the  throat,  bony  lesions  and 
cerebral  symptoms  are  generally  rapid  and  satisfactory  in 
the  highest  degree.  Whether  iodide  of  potasium  can  be 
said  to  possess  any  curative  power  over  syphilis  is 
extremely  doubtful ;  it  has  no  effect  upon  the  primary 
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induration  and  the  earlier  secondary  symptoms  ;  on  the 
other  hand^  the  longer  the  disease  has  lasted^  the  greater 
the  power  of  the  iodide  over  its  manifestations. 

There  are  but  few  contraindications  to  the  use  of  iodide 
of  potassium.  It  may  be  given  in  all  cases  in  which  its 
use  is  advisable,  unless  the  symptoms  it  produces  are  so 
severe  as  to  necessitate  its  discontinuance.  It  is  often 
administered  to  patients  after  a  course  of  mercury,  and 
salivation  is  sometimes  induced  in  these  cases.  When 
mercury  is  given  for  any  considerable  period  it  is 
deposited  in  an  insoluble  form  in  the  structures  of  the 
body  ;  iodide  of  potassium  redissolves  the  mercury,  which 
again  passes  into  the  circulation  and  produces  its  effects 
upon  the  system.  If  much  mercury  has  been  deposited  in 
the  tissues,  salivation  is  very  likely  to  be  produced.  The 
iodide  by  itself  has  been  known  to  produce  salivation  in  a 
few  cases. 

Wfth  regard  to  the  combinations  of  mercury  and  iodine, 
they  are  especially  indicated  for  the  later  secondary  and 
the  tertiary  stages.  The  green  iodide  has  been  recom- 
mended for  the  primary  induration,  but  inasmuch  as  iodine 
eliminates  mercury  from  the  system,  it  seems  undesirable 
to  give  it  in  any  form  when  the  constitutional  effects  of 
mercury  are  sought  to  be  attained.  In  scrofulous  subjects, 
however,  the  combination  of  the  biniodide  of  mercury  with 
iodide  of  potassium  is  frequently  advisable ;  a  similar 
combination  is  often  serviceable  in  relapsing  cutaneous 
affections,  and  in  obstinate  tertiary  lesions,  upon  which 
the  iodide  of  potassium  alone  makes  no  impression, 
although  given  in  full  doses.  I  have  sometimes  given 
Donovan^s  solution,  but  have  not  had  much  success  with  it. 
The  chloride  of  gold  is  sometimes  useful  in  cases  of 
obstinate  tertiary  symptoms.  In  lesions  of  the  nervous 
system,  due  to  syphilis,  it  is  often  advisable  to  combine 
the  bromide  with  the  iodide  of  potassium.  In  cases  in 
which  anaemia  and  debility  are  well-marked  symptoms  in 
a  syphilitic  subject,  various  tonics,  such  as  cod-liver  oil, 
iron  and  bark,  may  be  given  during  a  course  of  the  iodide. 
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The  diet  should-  be  of  a  nutritious  character,  stimulants  in 
moderation  may  be  allowed,  and  efforts  should  be  made  to 
improve  the  patient's  general  health  in  every  possible 
way. 

Certain  vegetable  decoctions  have  been  much  lauded 
from  time  to  time  in  the  treatment  of  syphilis.  The  best 
known  medicines  of  this  class  are  sarsaparilla  and  guaia- 
cum.  With  regard  to  the  former,  the  decoction  is  a 
useful  vehicle  for  tlie  iodide  of  potassium  ;  but  it  appear^:, 
in  some  cases,  to  exercise  a  specific  action  of  its  own.  In 
several  cases  of  syphilitic  ulceration  of  the  tongue,  under 
my  care,  speedy  improvement  followed  the  administration 
of  large  doses  of  decoction  of  sarsaparilla,  the  iodide 
having  been  productive  of  little  or  no  benefit.  The 
decoction  must  be  given  in  large  quantities,  viz,  from  one 
to  two  pints  in  the  twenty-four  hours.  The  guaiacum 
mixture  is  useful  in  the  chronic  syphilitic  affections  of  tlie 
bones  and  joints,  accompanied  by  pains  resembling  those 
of  rheumatism.  It  may  be  given  with  the  iodide  of 
potassium.  It  is  worthy  of  notice  that  in  the  16th,  17th 
and  18th  centuries,  guaiacum  was  regarded  as  a  specific 
for  syphilis.  The  patient  was,  however,  very  carefully 
prepared  for  the  administration  of  the  remedy;  the  action 
of  the  skin  was  vigorously  promoted,  purgatives  were 
administered,  and  the  diet  was  restricted  ;  and  it  is  pro- 
bable that  the  good  effects  were  mainly  due  to  these 
measures.  Quite  recently  the  fluid  extract  of  Stillingia 
(queen's  delight)  has  been  recommended  by  Dr  Marion 
Sims  ;*  and  it  has  been  found  very  serviceable  in  several 
cases  in  the  Female  Lock  Hospital,  London. 

In  addition  to  the  strictly  medicinal  treatment  of 
syphilis,  there  are  other  therapeutic  measures  which 
demand  a  brief  description,  and  which  constitute  more  or 
less  valuable  auxiliaries.  The  importance  of  suitable  diet, 
fresh  air,  a  moderate  temperature,  a  due  amount  of  exer- 
cise and  the  careful  avoidance  of  all  injurious  influences, 
cannot  be  too  strongly  insisted  upon.  The  mischievous 
*  'British  Medical  Jonrnal,'  March  10th,  1883. 
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effects  of  alcoholic  excesses  have  been  already  referred  to, 
aud  it  is  not  too  much  to  say  that  a  patient  who  observes 
all  the  rules  of  hygiene,  but  takes  no  medicines,  has  far 
better  chances  of  recovery  from  syphilis  than  one  who 
freely  swallows  mercury  and  the  iodide,  and  at  the  same 
time  indulges  freely  in  alcohol  and  leads  a  dissipated  life 
in  other  respects.  The  elimination  of  the  syphilitic  virus 
requires  that  all  the  functions  of  the  body  should  be  in  the 
healthiest  possible  condition,  and  the  effects  of  the 
medicinal  treatment  are  materially  assisted  by  pro- 
moting excretion  from  th.e  skin.  Yapour-baths  and  warm- 
water  baths  are  the  principal  means  for  attaining  tbis 
object. 

Certain  mineral  waters  have  enjoyed  a  considerable 
reputation  in  the  treatment  of  syphilis,  and  those  contain- 
ing sulphur  have  been  regarded  as  the  most  efficacious. 
Several  virtues  have  been  attributed  to  these  springs. 
They  have  been  considered  as  directly  curative  of  syphilis  ; 
th.ey  have  been  credited  with  the  power  of  removing 
mercury  from  the  system ;  and,  lastly,  with,  that  of 
awakening  and  bringing  to  the  surface  latent  syphilis. 
The  possession  of  this  last  property  has  caused  the  use  of 
these  waters  to  be  regarded  as  a  test  of  tlie  completeness 
or  otherwise  of  a  cure  in  any  given  case.  The  most  noted 
springs  of  this  kind  ai*e  those  of  Aix-la-Chapelle,  Bareges, 
Bagneres  de  Luchon,  and  Aix-en-Savoie,  and  the  patients 
drink  as  well  as  bathe  in  the  waters.  There  is,  however, 
no  sufficient  evidence  that  water  containing  sulphur  has 
any  special  action  upon  syphilis,  or  that  its  effects  differ  in 
any  way  from  those  of  ordinary  water.  Warm  baths 
increase  the  perspiration  and  cause  increased  activity  of 
tissue-change,  and  in  this  way  are  useful  adjuvants  in  the 
treatment  of  syphilis.  It  must  bo  remembered  that  at 
Aix-la-Chapelle  and  similar  bathing  places,  mercurials  and 
the  iodide  of  potassium  are  freely  used  while  the  patient  is 
undergoing  a  course  of  bathing,  and  it  is  in  the  highest 
degree  probable  that  the  beneficial  effects  observed  are 
mainly  due  to  the  medicinal  treatment.    It  is  claimed. 
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however,  that  the  thermal  treatment  successfully  combats 
syphilitic  affections  by  giving  new  properties   to  iodine 
and  mercury.     Where  pain  in  the  bones  is  a  prominent 
symptom,  considerable  relief  is  Often  obtained  after  a  few 
baths  at  Aix-la-Chapelle   and   elsewhere,   but  ordinary 
warm  baths  would  bo  equally  efficacious  in  this  respect. 
It  is  also  certain  that  sulphur-baths  do  not  possess  the 
power  of  unmasking  the  latent  effects  of  syphilis,  for  it 
has  been  shown  that  only  in  a  minority   of   cases  do 
relapses  occur  during  the  course  of  bathing.  Whether 
the  internal  and  external  use  of  sulphur-waters  aids  in  the 
elimination  of  mercury  from  the  system  has  not  been 
definitely  settled.     The  claim  to  another  pi'operty,  viz. 
that  of  preventing  too  active  effects  from  the  remedy  by 
rendering  inactive  the  excess  of  mercury  administered, 
can  only  be  regarded  as  imaginary.     While  admitting  the 
benefits  likely  to  be  derived  from  warm  baths  as  auxiliaries 
to  medicinal  treatment,  the  author  believes  that  it  is  quite 
unnecessary  to  send  patients  to  Aix-la-Chapelle  or  other 
thermal  sulphur-springs  for  the  sake  of  the  baths. 

With  regard  to  hydropathic  treatment,  it  is  sometimes 
useful  in  cachectic  conditions,  whether  dependent  or  not 
upon  syphilis,  and  complicating  its  symptoms.  The 
patient's  general  health  is  often  improved  under  a  mild 
course  of  hydropathy,  metamorphosis  of  tissue  is  excited, 
the  skin  becomes  more  active,  and  the  appetite  is  increased. 
These  results,  together  with  the  regimen  prescribed,  are 
extremely  advantageous  for  the  patient  and  increase  his 
prospects  of  recovery.  The  bracing  and  depurating  effects 
of  the  Turkish  bath  are  well  seen  in  many  cases  of  syphilis. 
Its  good  effects  are  demonstrated  by  the  rapid  recoveries 
from  syphilis,  often  witnessed  by  the  author  in  the  cases 
of  persons,  attendants  in  Turkish  baths.  The  disease, 
moreover,  always  assumes  a  mild  type  in  these  patients. 

For  the  sake  of  completeness,  and  also  because  the 
subject  possesses  some  amount  of  historical  interest,  a  brief 
reference  to  the  method  of  treating  syphilis,  miscalled 
"  syphilisation,"  may  not  be  out  of  place.    The  method 
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iu  question  owes  its  origin  to  some  experiments  performed 
by  Auzias  Turenne,  the  results  of  whicli  were  communi- 
cated to  tlie  Paris  Academy  of  Science  in  1850.*  M. 
Turenne  inoculated  the  secretion  of  ulcers  sv]p}-)osed  to  be 
syphilitic  upon  animals  and  upon  the  human  subject^  and  be 
found  that  after  the  operation  had  been  more  or  less 
frequently  repeated  upon  the  same  subject^  the  inoculation 
failed  to  produce  any  effect.  He  was  led  to  believe  tbat 
persons  migbt  tbus  be  rendered  insusceptible  of  syphilis ; 
the  inoculations^  sufficiently  often  repeated^  were  regarded 
as  ^prophylactic.  A  few  months  later  Dr  Sperino^f  of 
Turin^  proposed  to  apply  this  method  to  tbe  treatment  of 
constitutional  syphilis.  The  idea  of  preventive  syphilisation 
was  soon  discarded ;  but  the  method  was  practised  for 
some  time  with  a  view  of  curing  the  disease.  The  whole 
proceedings  however,  is  based  upon  error.  It  has  been 
shown  to  demonstration  that  the  secretion  from  a  syphilitic 
sore  is  not  inoculable  as  such  upon  the  bearer  of  it.  The 
result  is  either  negative,  or  the  production  of  a  sore 
resembling  a  soft  chancre.  Pseudo-syphilitic  sores  are  of 
course  auto -inoculable,  and  repeated  crops  of  ulcers  may 
be  produced  by  successive  inoculations  from  the  sores  tbus 
caused.  Immunity  is  at  last  obtained,  that  is  to  say,  no 
new  sore  makes  its  appearance.  It  must  be  observed  that 
there  is  no  incubation-period  in  connection  with  these 
sores;  and  further,  that  they  are  utterly  unlike  the  typical 
hard  sore.  It  is  not  the  virus  of  syphilis  which  is  inocu- 
lated. The  method  is  now  practised  only  in  Norway, 
where  the  late  Dr  Boeck,  of  Christiania,  was  its  warmest 
advocate.  Some  years  ago  Dr  Boeck  came  over  to  this 
country  and  was  allowed  to  exhibit  his  method  on  many 
patients  in  the  Lock  Hospital.  He  failed,  however,  to 
convince  those  who  watched  his  practice  and  its  results, 
that  the  method  was  for  any  reason  worthy  of  adoption. 
Even  those  who  were  inclined  to  give  it  a  trial  were  forced 
to  believe  that  it  had  no  curative  effect  upon  the  disease, 

*  '  Lettre  M'Academic  des  Sciences,'  I8th  November,  1850. 

+  '  Communication  i\  I'Acailcmic  de  Medecine  de  Turin,'  23rd  May,  1851. 
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wliile  its  drawbacks,  viz.  the  length  of  time  required,  the 
pain  often  caused  by  the  ulcers  and  the  unsightly  scars 
which  remaiued,  were  undeniable  and  serious.  If  it  pos- 
sesses any  therapeutic  powers,  these  are  due  to  the 
revulsive  or  derivative  action  of  the  ulceration. 
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